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FOREWORD 


for the purpose of making available a concise and authoritative presentation of 

the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, national, and special journals 
as well as the bulletins, reports, etc., of the clinics and hospitals. Presented briefly but 
without sacrificing any essential detail, these highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summar- 
izing their own clinical experiences as well as those of other recognized authorities. 
All data are classified and published under the following headings: 


Tir QuARTERLY ReviEW OF SURGERY provides a systematic plan, organized 


1. Anesthesia and Analgesia 


to 


. Preoperative and Post- 


20. Mediastinum 39. 


21. Heart 


Gynecologic Surgery 
40. Vascular Surgery 


operative Therapy 22. Esophagus 41. Arteries 
3. Surgical Technic 23. Breast 42. Veins 
4. Surgical Infections 24. Diaphragm 43. Orthopedic Surgery 
5. Tumors 25. Abdominal Surgery 4. Fractures 
6. Neurosurgery 26. Abdominal Wall S. Dislocations 
7. Skull 27. Hernia 16. Bones 
8. Brain 28. Peritoneum =. Joints 
9. Spine and Spinal Cord 29. Stomach and Duode- on Fendens 
10. Peripheral Nerves num 49. Amputations 
11. Sympathetic Nervous 90. Gall Intestines 50. Traumatic Surgery 
System 31. Appendix 51. Burns 
2. Head and Neck 32. Colon and Rectum 52. Shock 
3. Oral Surgery 33. Intestinal Obstruction 53, Transfusions 
4. Plastic Surgery 34. Anus 54. Wounds 
. Thyroid and Parathyroid 35. Liver and Biliary 55. Military Surgery 
. Thoracic Surgery Tract 56. Experimental Surgery 
17. Chest Wall 36. Pancreas 57. Miscellaneous 
18. Pleura 37. Spleen 58. Book Reviews 
19. Lung 38. Genitourinary Surgery 59. Announcements 


It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. Under each 
classification, immediately following the abstracts, there will be published references 
to current articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 


Henry N. Harkins, M.D., Department of Surgery 
University of Washington, Seattle 5, Washington 


Published quarterly in February, May, August and November. The annual cumulative subject 
and author index is bound in the November issue. 


Subscription rate: $11.00 per year; $28.00 for 3 years. 
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SURGERY 


1. Anesthesia and Analgesia 


Importance of Anesthesia in Results of Abdominal Operations (Die 
Bedeutung der Andsthesie fiir die Resultate der Bauch-operationen). H. 
Finsterer, Vienna. Wien. med. Wehnschr. 99: 305-09. July 9, 1949, 


The author presents a review of various abdominal interventions, in- 
cluding operations on the colon and on the upper and lower abdomen to 
demonstrate the improvement in results obtained by substituting local or 
spinal anesthesia for general anesthesia. With the advent of local and 
spinal anesthesia, former criteria of inoperability are no longer valid. Old 
and cachectic patients can be operated on safely, and it is unnecessary to 
delay surgical intervention until indications for emergency operation are 
present, such as intestinal occlusion due to carcinoma of the colon, or 
uncontrollable vomiting in stenosing cancer of the stomach. Even tracheal 
narcosis is superfluous, since it involves exposing the patient to the noxious 
effects of ether. Laughing gas may be used in association with local anes- 
thesia if desired. The muscular relaxation otherwise obtained by tracheal 
narcosis and curare can be secured in upper abdominal operations by ac- 
curate conduction anesthesia, and in operations on the lower abdomen by 
spinal anesthesia. By employing hypobaric percaine solutions for spinal 
anesthesia, practically all danger from this procedure has been eliminated. 
In young patients, superficial general narcosis may be combined with 
conduction anesthesia of the abdominal wall. In gastric resection for ulcer 
under general anesthesia, the mortality rate was 14.7%, whereas under 
local anesthesia, the mortality rate was only 3.5%. Deaths from periton- 
itis occurred in 4.4% following the use of general anesthesia but in only 
1.4% after local or spinal anesthesia. Deaths from pneumonia occurred 
in 1.23% following general anesthesia but in only 0.07% following local 
or spinal anesthesia. Operation under local anesthetic may be possible 
when operation under a general anesthetic would be contraindicated. There 
is less surgical shock following operation under local or spinal anesthesia. 

319 
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and the results thus obtained are even better than those achieved with tracheal 
narcosis. Excellent results have been obtained by the author with local 
and spinal anesthesia in numerous cases of acute intestinal obstruction, 
intestinal gangrene, carcinoma of the colon, acute hemorrhagic ulcer, acute 
cholecystitis and cancer of the rectum, the latter also in patients of advanced 
age. 

(/ suspect that Dr. Finsterer’s technic has improved through the years 
as much as has the type of anesthesia used.—t. G. 0.) 


Pentothal Sodium with Procaine for Thoracic Surgery. W.G. Mack- 
ersie. M.D., Detroit, Mich. Current Researches in Anesth. & Analg. 28: 
213-18, July-Aug. 1949, 


In this series 198 cases were reported, 95 being open chests. Pa- 
tients with bronchial secretions were generally poor risks. They were en- 
couraged to cough before coming to surgery. To avoid depressing the 
cough reflex, premedication was withheld until the patient reached the 
operating room. Morphine sulfate, gr. 1/6, and atropine sulfate, gr. 
1/150 were given intravenously in the operating room. Induction was with 
pentothal sodium and curare. Only open chest cases were intubated. A 
1°. procaine drip was started at the rate of 2 to 5 ce. per minute after 
induction. Nitrous oxide and oxygen 50° were administered throughout 
with a McKesson machine. Reflexes caused by stripping the periosteum or 
dissecting the hilum were greatly diminished. There were few cardiac 
irregularities. Mediastinal flutter could be controlled in a few seconds 
with 50 to 100 mg. pentothal sodium and 30 units d-tubocurare and by 
assisting respirations with pressure on the rebreathing bag. 

Recovery was rapid and the patients were cooperative. There was 
no instance of emergency delirium and very little nausea or vomiting. 
Noticeable freedom from pain for one-half to five hours postoperatively 
allowed the patient to cough and expectorate. There was only one case of 
postoperative atelectasis. Too rapid a flow of procaine lowers the blood 
pressure. Procaine should be discontinued until the blood pressure regains 
its former level. There were six deaths in the series. In no instance did we 
feel that procaine was a contributing factor. 

(Deserves a more thorough trial.—r. G. 0.) 


Studies on Circulation (ECG, Oxygen Saturation) During Anaesthesia 
and Operations for Angina Pectoris and Hypertension. Sten Lindgren 
and Richard F. Ohnell, Neurosurgical Clinic, Serafimer-lasarettet. Stock- 
holm, Sweden. Acta chir. Seandinay. 98: 57-80, April 30, 1949, 


Circulatory changes occurring during operations on the sympathetic 
nervous system in patients with heart disease were studied by observations 
of the electrocardiograms, blood pressure, radial pulse, and oxygen satura- 
tion of the arterial blood. The depth of anesthesia and oxygen saturation 
were varied experimentally. The causes of changes in the electrocardiogram 
are usually quite complex but no consistent electrocardiographic changes 
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were noted during cervicothoracic sympathectomy. A distinct but tempo- 
rary blood-pressure drop occurred frequently in case of mechanical inter- 
ference with the stellate ganglion. 

Electrocardiographic observations are important immediately —be- 
fore operations on cases of angina pectoris as pacemaker changes are 
common, especially during deep anesthesia. These changes seem to be 
related to the anesthetic agent rather than to changes in the oxygen satura- 
tion. Interference dissociation or physiologic result of a displaced pace- 
maker may be misinterpreted as extrasystoles. These were rare, however. 
Conduction velocity disturbances are quite rare, a transient bundle branch 
block appearing in connection with a blood pressure drop in one case and 
an A-V block during postoperative anesthesia in another. 

Changes in the ST-T region are rather common during anesthesia and 
may be explained by simultaneous frequency changes or by hypoxia. 
Evaluation of this part of the electrocardiogram is somewhat difficult 
because of the many factors influencing the ST-T region. These are 
comparatively rare during falls in systolic blood pressure. An increased 
oxygen supply was usually followed by partial or total normalization. 
Normalization of the ST-T region may be caused by the anesthetic agent, 
high oxygen content of the inhalation gas, or sometimes a simultaneously 
decreased pulse rate. 

Electrocardiographic changes during intubation seem chiefly a result 
of manifested hypoxia. A marked but temporary reduction in the arterial 
hlood oxygen saturation occurs during induction of anesthesia. A lower 
oxygen saturation may also occur at the end of operation. This emphasizes 
the necessity for tracheobronchial cleansing, prompt awakening of the pa- 
tient and adequate postoperative treatment. 54 references. 1 table. 8 
figures. 


Flaxedil as a Curarizing Agent in Anaesthesia. Howard Bruce 
Wilson, M.B., and Helen E. Gordon, M.B., Royal Aberdeen Hospital for 
Sick Children, Aberdeen, Scotland. Lancet 2: 504-05, Sept. 17, 1949. 


Flaxedil has been shown to act at the myoneural junction similarly to 
d-tubocurarine chloride. Results obtained with it in 60 children and 20 
adults who had laparotomy or intrathoracic operations are described. The 
anesthetic procedure was standardized insofar as possible. Premedication 
with omnopon and scopolamine or omnopon and atropine was used, followed 
by soluble thiopentone, and nitrous oxide with oxygen, anesthesia being 
kept in either a deep first or light second plane. All patients were intu- 
bated with an oral Magill tube lubricated with a nupercaine paste. 

A dose of flaxedil was given when the peritoneum was reached and 
additional doses were given as required, the last being administered at 
least thirty minutes before the operation ended in order to prevent the 
patient having an inadequate postoperative peripheral respiratory mechan- 
ism. Intravenous doses of 120 to 400 mg. of flaxedil were used without 


ill effect. 
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Results in this series showed that intravenous doses of flaxedil, 120 
mg., gave similar clinical effects to those obtained with d-tubocurarine, 
15 mg. Relaxation developed sixty to ninety seconds after the injection, 
reached a maximum in two minutes, lasted twenty to twenty-five minutes 
and wore off gradually. Satisfactory abdominal relaxation was not ob- 
tained without some intercostal paralysis but some diaphragmatic activity 
was still present. Blood pressure did not fall and often rose. There was 
no clinical evidence of excessive histamine release. The gastrointestinal 
tract appeared normal during operation. No venous thromboses or abnor- 
mal constituents in the urine were noted and postoperative nausea was 
minimal. Early sedation was required after operation, however, because 
of rapid recovery from the light anesthesia. The effects of flaxedil were 
easily and rapidly reversed by neostigmine. Results obtained in this series 
of cases indicated that flaxedil seems to give adequate curare-like relaxation 
without undesirable side effects, but it must be administered only by a 
well-trained anesthesiologist. 5 references. 

(It has been stated that relaxation is obtained slowly with this drug. 
T. G. 0.) 


Anesthesia and Surgery in Patients of Advanced Age. Paul H. Lorhan, 
M.D., University of Kansas, Kansas City, Kan. Current Researches in 
Anesth. & Analg. 28: 190-202, July-Aug. 1949, 

\s a result of the increase in the mean span of life during the past 
forty years, surgery today is complicated by an additional factor, namely, 
that of senility with all its debilitating diseases. With this increase in 
longevity, diseases peculiar to the aged are more prominent. Therefore, 
anesthesiologists and surgeons must remember that the aged, as well as 
infants and adults, have specific problems. Anesthesia and surgery in the 
aged require meticulous attention to the selection of the agent. surgical 
judgment, proper preoperative preparation and, in the opinion of Cohn, the 
services of an expert anesthesiologist. Careful preoperative care of the 
patient is essential, and supportive and corrective measures should be under- 
taken before operation is contemplated. Fluids and blood should be given be- 
fore surgery, when indicated. Adequate diets with abundance of proteins, car- 
bohydrates and vitamins are advisable. Attention should be paid to oral 
hygiene as well as any preexisting respiratory disease, cardiac disability 
or renal impairment. Preoperative medication should be selected with 
judicious care, paying particular attention to the patients’ metabolic needs. 
The barbiturates are to be avoided in patients who will receive an inhala- 
tion or intravenous anesthetic. The elderly patient who is to receive a 
local regional block or spinal anesthetic should receive a small dose of a 
barbiturate. The opiates can be used in small doses with morphine sulfate 
never to exceed grains one-eighth. Because of its euphoric properties, 
scopolamine should be avoided. 

The anesthetic agent selected should not contribute to the depression 
of the patient, should produce the least discomfort and have the least dele- 
terious effects upon the heart, lungs, kidneys. Furthermore, it should be an 
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agent which will not confine the patient to bed longer than necessary for 
good surgical care. The anesthesiologist has a wide selection of agents 
to choose from for each case. In administering anesthesia to the aged, the 
skill and judgment of the anesthesiologist is of great importance. He will 
pay particular attention to the depth of anesthesia and will maintain the 
plane as light as possible consistent with efficient anesthesia and competent 
surgery. He will prevent shock by its early recognition and treatment with 
fluid, blood and plasma. Constant observation will be directed to anoxia 
and its prevention by administering adequate quantities of oxygen and by 
the maintenance of a patent airway. In the postoperative period, post- 
operative complications will be prevented by tracheobronchial toilet after 
operation. Helium and oxygen will be given to those afflicted with emphy- 
sema, bronchiectasis and asthma. Muscle tonus will be maintained with use 
of coramine. 

In this series, 2,452 anesthetics were given to 2,141 patients with an 
overall mortality of 7.21°¢ per number of operation. Nitrous oxide-oxygen, 
intravenous pentothal, cyclopropane and spinal anesthesia, respectively, had 
the least number of deaths. Nitrous oxide-oxygen alone and with curare 
was found to be entirely satisfactory. Pentothal sodium and spinal anes- 
thesia are particularly dangerous if given by untrained personnel. The 
aged patient should not be subjected to emergency procedures as the hazards 
are increased. The clinician and internist who defers operations in an aged 
patient and allows the condition to require an emergency procedure is not 
giving the favorable chance for survival consistent with good medical prac- 
tice. 12 references. 14 tables.—Author’s abstract. 


Spinal Anesthesia With Pontocaine Based on 18,500 Anesthesias Over 
A Period of Seventeen Years, 1932-1948 (Raquianestesia con pantocaina. 
Experiencia del servicio sobre 18,500 anestesias raquideas en 17 ajos, 
1932-1948). Francisco Fernandez Rozas and Francisco Perrone, Hos- 
pital Rawson, Buenos Aires. Dia méd. 21: 1384-96. July 4, 1949. 


From this long experience in the use of spinal anesthesia with ponto- 
caine, the authors conclude that the method is safe and rapid, affords good 
abdominal relaxation and excellent postoperative conditions. The danger 
of surgical shock is diminished greatly. The Trendelenburg position is 
not contraindicated, but is favored. The pulmonary, cardiac, hepatic and 
renal complications of general anesthesia can thus be avoided. Spinal 
anesthesia with pontocaine can be used in poor risks, when these cases are 
given proper preoperative study and treatment. The method is contraindi- 
cated in the hands of the inexperienced and in cases of tuberculosis, 
anemia, cancer, shock, intoxication and sepsis, decompensated cardiac di- 
sease, acute hepatic insufficiency and profuse hemorrhage. Experienced 
anesthetists and surgeons can make profitable use of this form of anesthesia 
in many such conditions. The fact that pontocaine is a hypobaric solution 
renders it possible, under this form of anesthesia, to perform operations on 
any part of the body, even in the cervical region. The patient is placed 
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in the sitting position only for the spinal puncture, but barbotage in this 
position is not dangerous. Hypotension following injection of the ponto- 
caine must be considered as a physiologic reaction. However, if alarming 
symptoms develop, the patient should be placed in the Trendelenburg posi- 
tion and be asked to breathe deeply. Under no circumstance should any 
patient be left alone for the first thirty minutes after the injection. 

Good results are obtained with this form of anesthesia in upper 
abdominal interventions because the hepatorenal function is preserved and 
the incidence of pulmonary complications is considerably diminished. It 
is an ideal anesthesia for operations on the lower abdomen and _ legs. 
Preoperative cardiotonics are indicated only in patients showing cardio- 
renal deficiency, or in the presence of alarming symptoms. Also, renal 
operations can be executed well under spinal pontocaine anesthesia. The 
immediate anesthetic mortality rate with spinal pontocaine anesthesia is 
0.02% and this is less than that reported for other forms of anesthesia. 
It is emphasized that operation must never be performed with the patient 
in the sitting position, but rather in the horizontal lateral (renal) position 
or Trendelenburg position in order to avoid cerebral ischemia. 159 refer- 
ences. 

(Has probably listed too many contraindications.—t. G. 0.) 


Effect of Dihydroergotamin (DHE 45) on By-effects of Local Anes- 
thetics With Adrenalin (Einfluss von Dihydroergotamin (DHE 45) auf die 
Nebenerscheinungen von Lokalanaesthetica mit Adrenalin-zusatz). A. C. 
de Vet. Schweiz. med. Wehnschr. 79: 675-77, July 23, 1949. 


In a series of 100 patients subjected to operation for hernia of the 
nuclei pulposi, a local anesthesia with novocaine (100 ce. 1%) and 1 mg. 
adrenalin was employed. Fifty of the patients were also given subcutaneous 
injections of 1 cc. of DHE 45. Both subjective symptoms such as palpitation, 
nervousness, sweats, a sense of oppression and nausea and vomiting, and 
objective symptoms such as fall of blood pressure were much less marked 
in the cases treated with DHE 45. Administration of DHE 45 is recom- 
mended for operations requiring large amounts of local anesthetic. 


2. Preoperative and Postoperative Therapy 


Pulmonary Embolism Arising from the Great Saphenous Vein. 
E.T. McCartney and A. S. Lewis, London, England. Brit. J. Surg. 37: 45-7, 
July 1949. 


Venous thrombosis may be divided into two types: phlebothrombosis. 
in which the clot is not associated with inflammation of the vein wall, and 
thrombophlebitis, in which inflammation precedes thrombus formation. 
Emboli are more likely to arise from the former. Thrombophlebitis with 
adherence of the clot occurs in the resolution of phlebothrombosis. Throm- 
bophlebitis treated by bed-rest favors stagnation of blood and phlebothrom- 
bosis in the deep veins. Embolism from the superficial veins is rare and 
when it occurs, coincident phlebothrombosis of the deep veins must be 
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excluded. A case of pulmonary embolism following superficial thrombo- 
phlebitis without deep vein thrombosis (as proved by phlebograms and 
heparin-response tests) is described, together with successful treatment by 
ligation and division of the superficial vein at the groin, followed by early 
ambulation. A nonadherent clot was found in an area of normal vein 
proximal to the seat of inflammation. The advantages of this treatment 
are prevention of phlebothrombosis in, and embolism from the deep veins 
or unaffected superficial veins. It is also noticed that the pain of thrombo- 
phlebitis is relieved by this procedure. 3 references. 3 figures.—Author’s 
abstract. 

(This is a very satisfactory distinction between phlebothrombosis and 


throynbophlebitis.—J. F.) 


Intravenous Therapy with Special Consideration of Parenteral 
Nutrition. Carl O. Rice, Minneapolis, Minn. West. J. Surg. 57: 238-42, 
June 1949, 


This article points out that all of the elements of nutrition, including 
amino acids, glucose and calories, are essential for the proper healing of 
the postsurgical patient. Nitrogen is necessary for the repair or prolifera- 
tion of new cells. If nitrogen is not provided from oral or parenteral 
feedings, the nitrogen is derived from other tissues within the body, resulting 
in loss of energy and atrophy of the muscles. In addition, immune bodies, 
endocrine products and gastrointestinal juices are dependent upon nitrogen 
for their synthesis. It is pointed out that carbohydrate is also essential 
for the metabolism of both fat and protein, and if it is not made available, 
glycogen must be resynthesized from protein tissues of the body. Calories 
are essential also and these, too, will be taken from the body if they are not 
provided from extrinsic sources. Calories are first taken from body fat, 
then from the reserve stores of glycogen and finally from body protein. 

In this study, ethyl alcohol was used to provide the additional calories 
which were not provided from amino acids and glucose. A mixture of 
glucose, amino acids and alcohol has not been used previously. According- 
ly, after trying this on an experimental dog without harmful effects, it was 
used in the human. It appears to have provided benefit. The investigative 
studies as recorded in this article seem to indicate that essentially full 
nutritional and caloric requirements can be provided easily and beneficially 
from the use of a mixture of glucose, amino acids and alcohol. Vitamin B 
and C were supplemented during the period of parenteral nutrition. 

Though it is possible to obtain a nitrogen equilibrium or a positive 
nitrogen balance if sufficient nitrogen is administered, it is easer to obtain 
a strong positive nitrogen balance by this method if the additional calories 
from alcohol are supplemented with glucose and amino acids. The clinical 
observations indicate that the patients who are placed on this routine 
postoperatively feel better, experience fewer complications and sequella, 
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are more easily ambulated and make a more rapid postoperative con- 
valescence if they are provided adequate parenteral nutrition with glucose, 
amino acids and ethyl alcohol. No significant undesirable effects were 
observed in any of the clinical cases. 2 tables. 2 charts——Author’s abstract. 

(Unquestionably there is a place for the use of intravenous therapy 
but, as Coller and others have pointed out, it is advisable to place the 
patients on the ordinary administration of food by mouth as soon as 
possible.-—J. H. F.) 


Death Following Injection of Neostigmine. R. R. Macintosh, England. 
Brit. M. J. 4610: 852, May 14, 1949. 


The patient, aged 38, was admitted to hospital with a history of 
abdominal pain of three or four days’ duration. The anesthesia given was 
thiopentone, 0.35 gr., and continued with cyclopropane. It was necessary 
to administer 15, 10, and 5 mg. of tubocurarine to obtain sufficient relaxation 
through the 75-minute operation. The patient had a perforated gangrenous 
appendix, and 4 pints of purulent fluid were removed. After suturing the 
peritoneum, the general condition remained as good as before operation, 
and no immediate danger was anticipated. The pulse rate was 100 and 
respiration had to be assisted because the tidal exchange, due to the curare, 
was not adequate. Neostigmine (2.5 mg.), together with 1/100 gr. of 
atropine, was injected through the tubing of the intravenous drip. A minute 
or two later cyanosis was noted and no pulse was perceptible. Adrenalin, 
0.5 ml., injected into the tubing, and cardiac massage were not successful. 
At postmortem, the lower lobes of both lungs were found to be collapsed, 
there was dilatation of the right side of the heart and severe generalized 
peritonitis. Since there is widespread use of neostigmine, the death of this 
patient, perhaps inevitable in any case, should be borne in mind when 
administering neostigmine. 0 references. 

(Since we have noticed some vascular collapse in one or two patients 
some time ago, we have discontinued the use of neostigmine.—J. H. F.) 


Intravenous Procaine for Postoperative Atelectasis. A.H.M. Siddons 
and Ernest Landau, St. George’s Hospital, London, England. Lancet 2:419, 
Sept. 3, 1949, 

A prime etiologic factor in postoperative atelectasis is the patient’s 
inability to cough enough to clear the bronchi of secretions. A technic for 
treatment of this condition is described. As soon as the atelectasis is 
discovered, if the general condition of the patient permits, he is placed in 
a position to encourage drainage from the affected lung and the necessity 
for vigorous coughing to clear the chest is explained to him. 

Twenty milliliters of 0.5% procaine solution are then slowly injected 
intravenously, the dose and rate of injection varying with response of the 
individual patient. About 10 ml. is usually injected in two or three min- 
utes. The injection is continued until the patient feels numb or shows 
dizziness, muscular twitching, a feeling of pins and needles in the hands 
or feet, or other symptoms of stimulation of the nervous system. When the 
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maximum effect from the procaine has been obtained, the patient is told 
to cough and the side of the chest is violently percussed simultaneously to 
aid in shifting the bronchial secretions. Stimulation of the larynx may be 
helpful in patients unable voluntarily to cough strongly enough. The 
needle is kept in the vein during the coughing and percussing if possible, so 
that more procaine may be injected a minute or so later if the first attempt 
at clearing the bronchial tree seems unsuccessful. No barbiturates or other 
drugs are given as a protection against toxicity, for fear they might hide 
the muscular twitching which is a valuable indication of sufficient dosage. 
A rapidly acting barbiturate such as thiopentone should, however, be kept 
available for immediate injection if convulsions occur; in the author’s 
cases. there has been no need to resort to this, nor have the patients been 
tested beforehand for idiosyncrasy to procaine. 

Suecess of the procaine treatment for atelectasis depends largely upon 
its prompt administration. It is not likely to be effective in cases of 
atelectasis of several days’ duration or when coughing is not prevented by 
pain. It may be used prophylactically to prevent development of atelectasis, 
especially after upper abdominal and thoracic operations. This treatment 
has been successfully used by the authors for two years with no ill effects. 
2 references. 

(An ounce of prevention is worth a pound of cure. Since our cases are 
kept in the recovery room until they are entirely out of anesthesia, we have 
had much less incidence of atelectasis. Early treatment by the nurse will 
help prevent this complication.—J. Ui. F.) 


3. Surgical Technic 


See Contents for Related Articles 


4. Surgical Infections 


Gas Gangrene. A Review of the Subject and a Report of Two Cases 
Successfully Treated by Extensive Debridement. W. B. McCutcheon 
M.D., Raiford D. Baxley, M.D. and John C. Foushee, M.D., Durham, N.C. 
North Carolina M.J. 10: 479-84, Sept. 1949. 


Gas gangrene is much less frequent in time of peace than in war, but it 
does occur frequently enough for every surgeon to be familiar with the 
lessons learned by the surgeons in World War II. The onset of the disease 
is sudden in a toxic patient, with rapid fall in red blood cell count and 
hemoglobin, and corresponding rise in temperature and pulse. This con- 
dition is so pronounced that it was frequently diagnosed by the ward nurses 
and corps men, during the war, even when casts were covering the affected 
wounds. Crepitus, x-ray showing gas in the tissues, and culture from the 
wound prove the diagnosis. 

The best treatment for gas gangrene is prophylactic, such as thorough 
debridement or excision of the wound, with removal of all foreign bodies. 
Operation should be performed as soon as possible after the diagnosis has 
‘been made. Early excision of all infected tissue, with the use of gas 
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gangrene antitoxin postoperatively, blood transfusions as indicated, sul- 
fonamides (although of questionable value) and penicillin are given. The 
wounds are left open and secondary closure is performed when the wounds 
are clean. 

Two cases are reported where amputations would have been performed 
previous to World War II. Radical resection of all infected tissues re- 
sulted in saving life and limb. The patients have functioning legs and have 
returned to their former occupations with minimal disability. 

(Although this complication is rare, it is wise to call attention to it 
again. It is amazing to note how few physicians are aware of the danger of 
this complication. I recently saw a case, in consultation, of postoperative 
appendix with gas gangrene that was not recognized.—J. H. F.) 


Excision-Suture Technique in Infections of the Hand. G. P. Arden, 
A. P. Kitchen and H. D. W. Powell, King Edward VII Hospital, Windsor, 
Canada. Lancet 2: 188-90, July 30, 1949, 


Immobilization of the hand, abandonment of hot soaks and frequent 
dressings, use of chemotherapy, and excision of the slough with suture of 
the incision have greatly improved the results obtained from the surgical 
treatment of infected hands. The excision-suture operation is performed 
with strict surgical technic under general or local anesthesia and with a 
tourniquet in order that at least fifteen minutes may be available for the 
operation. The abscess cavity is opened through the most practicable in- 
cision, pus is mopped out, and sloughs are sought and completely excised if 
present. If possible, the incision is closed with interrupted black silk 
sutures not tied tightly because of possible swelling. The incision should 
not be sutured if there is any skin necrosis or doubt concerning complete 
excision of the slough. The skin edges, however, may be approximated 
with a few stitches placed back in healthy tissue if they are only slightly 
necrosed, Early and comfortable healing usually follows use of this 
technic; oecasional poor results followed failure to excise the whole 
slough. Dressings are usually left untouched for a week. 

The excision-suture method is rarely applicable to paronychiae. these 
being treated by removal of part or all of the nail. It is, however, especial- 
ly applicable to finger pulp infections. The incision cannot then be sutured 
if the skin is necrosed or if roentgenogram shows definite bone necrosis. 
Middle and proximal pulp infections and dorsal finger infections are treated 
similarly but it is frequently not so necessary to excise sloughs. Flexor ten- 
don-sheath infection is treated by exposing the upper and lower ends of the 
sheath through small transverse incisions, milking out the pus, and in- 
stilling 5 ml. of penicillin solution containing 5000 units per ml. along 
the entire sheath. Both wounds are sutured. Web infections are treated 
through the usual web incision, the pus being cleaned out and skin sutured. 
Midpalmar space infections are treated similarly, skin necrosis sometimes 
preventing suture. 
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No external drainage is used but the wound is dressed with sulfa- 
thiazole-penicillin powder and tulle gras, the hand is immobilized with a 
dorsal plaster splint and placed in a sling. Intramuscular injections of 
250,000 units of penicillin are given twice daily for three days. The first 
dressing usually is done a week later and use of the hand or finger com- 
menced if no evidence of infection remains. Physiotherapy is used if there is 
much limitation of motion, but not until after all infection has subsided. 
Use of the excision-suture technic halves the average disability time. 3 
tables. 

(In infections of the hands, this is quite a radical departure from the 
usual method. The local use of penicillin is excellent and in certain 
instances it might be satisfactory to apply an occlusive dressing and inject 
penicillin through the artery of the part.—J. u. F. ) 


5. Tumors 
See Contents for Related Articles 


6. Neurosurgery 


New Type Of Brain Surgery. Chemical Neurosurgery. (Nuevo 
método encéfalo quirtirgico. Cirugia quimica nerviosa). Miguel Lopez 
Esnaurrizar. Rev. brasil. de cir. 18: 459-62, July 1949. 

The author presents a preliminary report on attempts to obtain transi- 
tory or prolonged focal anesthesia of certain areas of the brain, or per- 
manent neurolysis thereof, by infiltration methods. He has made use 
of novocaine for physiologic and physiopathologic studies, as well as for 
preoperative tests, to determine whether permanent neurolysis is likely to 
yield the desired result. He believes the method of infiltration by super- 
ficial cortical pulverization, or with a fine needle, is a much less brutal 
and less bloody. procedure than operation with the bistoury and electro- 
surgery. Under local anesthesia, a small incision is carried through the 
hairy scalp and soft tissues to the periosteum. The skull is perforated with 
an electric drill cooled by carbonic gas to avoid heating of the brain 
coverings. If the test yields encouraging results with the novocaine injection, 
an injection of a neurolytic such as alcohol or chloroform can be made, 
carefully directing and controlling the diffusion and infiltration. Lobo- 
tomy and lobolysis may be performed by this method. With proper 
indications, an infiltration may be made not only of the frontal lobes, but 
by the same route, a slow, careful infiltration of the central areas. In 
patients with epileptic syndromes, the pulverization method is recommended. 
In the presence of neoplasms, caustic fluids may be applied cautiously. 

The advantages of neurolysis as compared with open operation include 
less loss of blood, generally, and in particular, from the superficial nerve 
tissues. This method permits more extensive and deeper access, as well 
as a test control and rectification prior to the final neurolytic procedure. 
The method opens the way for new studies of psychic physiology and 
psychopathology. The clinical indications are the same as for surgical 
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lobotomy. It is emphasized that this work can be evaluated properly at 
only neurologic centers having proper equipment and facilities for exper- 
imental, macroscopic and microscopic studies, as well as a staff of exper- 
ienced neurologists, psychiatrists and psychologists. In his next publi- 
cation, the author will report his first results with this new method. 

(The use of intracerebral novocaine as a temporary functional block 
with the subsequent injection of a neurolytic agent has been sporadically 
used for various purposes for over twenty-five years. It has been largely 
discarded because permanent damage may occasionally follow intracere- 
bral infiltration with novocaine; and it is difficult to control the diffusion 
and infiltration of caustic fluids. The procedure is thus less physiologic 
than direct surgical attack.—a., A. W., JR.) 


Injection Treatment of Gasserian Ganglion For Trigeminal Neuralgia 
(Zue Injektionsbehandlung des Ganglion Gasseri bei Trigeminusneural- 
gia). Rudolf Ullik, Venna. Wien. klin. Wehnschr. 61: 450-52, July 
22, 1949. 


Following a detailed comparison of the technics employed by Hartel 
and Kirschner for injection of the Gasserian ganglion, it is emphasized that 
the most significant difference between the two methods is that Hartel 
operates without anesthesia in order to permit neurologic control during 
operation, whereas Kirschner uses avertin anesthesia and employs no neuro- 
logic control during operation. The author has devised a method which 
permits anesthesia and neurologic control during operation. He has used 
this method for one and a half years and it is almost painless. The-needle 
is introduced under short superficial ether narcosis. Once the foramen is 
reached, the needle is advanced a little and 0.1 cc. of alcohol are injected. 
In the meantime, the ether marcosis has subsided to an extent permitting 
neurologic control. Even though still hyposensitive, the patient is able 
to report whether the needle causes pain. If the narcosis wears off before 
the time for puncture, a little more ether can be administered and 0.1 ce. of 
alcohol can be injected, with the position of the needle slightly changed. 
The author has used this method in 40 cases. 

A guide apparatus is described, combining a needle for the oblique 
route and a needle for the transverse route. In the trigeminal axis, the 
former permits entrance into the ganglion. The latter facilitates and accel- 
erates location of the foramen ovale. The two limbs of the apparatus form 
an angular measuring rod. 

With the use of this apparatus, roentgenographic control of the position 
of the needle becomes superfluous. Neurologic control during operation is 
possible since a short superficial anesthesia suffices for introduction of the 
needle and first alcohol injection. 2 figures. 

(The relative simplicity of this procedure should not mask the potential 
dangers involved in the blind injection of alcohol in this location.—a. a. w., 
JR.) 
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Three Cases of Traumatic Injury to the Dural Venous Sinuses: 
Longitudinal, Lateral and Cavernous. (Considerazioni su tre casi di 
lesioni traumatica di seni venosi delle dura : del longitudinale, del laterale, 
e de cavernoso). Franco Lobello, Napoli. Arch. ital. chir. 71: 147-61 
1949, 


Following a review of the literature, the author reports three interesting 
cases requiring emergency operation on the skull. In two of these cases, 
there was an epidural hematoma following injury to the longitudinal sinus 
and injury to the lateral sinus, respectively. The third patient had suffered 
a lesion of the cavernous sinus due to gunshot injury of the base of the 
skull. The author emphasizes the frequency of intracranial escape of 
blood in undiagnosed lesions. The symptoms vary according to concom- 
itant lesions, individual reactivity, pressure of the spinal fluid, ete. The 
dangers of lumbar and cranial puncture for diagnostic purposes have been 
exaggerated. Ventriculography and arteriography are not indicated and 
merely represent a waste of time in acute post-traumatic hematoma. A 
wide craniotomy with an osteoplastic flap is preferable to simple puncture 
since it facilitates control of hemorrhage. Rapid hemostasis can be ob- 
tained by tamponade. The mortality rate is high and is, of course, influ- 
enced by concomitant lesions. A reduction in the number of deaths may be 
expected when earlier diagnosis becomes possible, and advances in cere- 
bral physiopathologic changes explain the cause of variations in pressure 
and secretion of the cerebrospinal fluid. | 


The first was an old arteriosclerotic patient, who, following a brief 
lucid interval after the accident, developed coma, bulbar symptoms, bilat- 
eral myosis, flaccidity of the limbs and hyperthermia. Operation revealed 
epidural and subdural hematoma, with a fracture of the skull radiating to 
the base and an area of cerebral contusion. In cases of this type, immediate 
operation is imperative. No time should be wasted waiting for the patient's 
condition to improve. 


In the second patient, there was a lucid interval of twenty-four hours, 
followed by a Millard-Gubler syndrome, unilateral mydriasis and bulbar 
symptoms. Homolateral Jacksonian convulsions developed in the termi- 
nal stages. A craniectomy with a low supramastoid osteoplastic flap was 
performed. In both cases, hemostasis was obtained rapidly by packing the 
sinus. In the third patient, a classic Ollier operation was performed and 
the projectile and bone splinters were removed. A tampon was placed in 
the cavernous sinus. The first patient succumbed owing to the severe 
nature of the cerebral injury. The two other patients survived, and have 
remained well. 19 references. 


(Cases such as these remind one that epidural hematoma may follow 
venous as well as arterial bleeding.—a. A. W., JR.) 


| 
' 
if 
g 
a 
ar ‘ 
: 


QUARTERLY REVIEW OF SURGERY 


Accidents in Suboceipital Puncture (Ueber Zwischenfalle bei der 
Suboccipitalpunktion). Hans E. Kehrer. Deut. Zschr. Nervenh. 161: 98- 
110, 1949. 


In a series of 8,835 cisternal punctures there were only 4 fatalities, 
a mortality rate of 0.044°,, and only one case of incomplete retrogression 
of abducens paresis. Of the 4 fatal cases, 2 were moribund at the time of 
puncture, one was in a patient of 66 years with arteriosclerosis and ence- 
phalitis, and one was in a patient with encephalitis causing cisternal 
obstruction. The author lists the contraindications to suboccipital puncture 
as follows: 1) tumors of the posterior fossa; 2) advanced arteriosclerosis; 
3) patients over 65 years of age; 4) craniospinal anomalies with basal 
impressions; and 5) severe obnubilation. In one patient in whom suboc- 
cipital puncture proved fatal, an ependynoma of the lateral ventricle was 
found. Following a review of the literature, the author describes 8 cases 
in detail. 47 references. 

(/t is comforting to see a report of such a large group of cisternal 
punctures with the low mortality rate recorded. One should recognize that 
this was obtained under ideal conditions and that it does not detract from 
the dangers of this procedure in less skilled hands.—a, A. W., JR.) 


7. Skull 


See Contents for Related Articles 


8. Brain 


Unilateral Prefrontal Lobotomy for the Relief of Intractable Pain 
and Termination of Narcotic Addiction. John E. Scarff, M.D.. New 
York, N. Y. Surg., Gynec. & Obst. 89: 385-92, Oct. 1949. 


This paper reports 33 cases of unilateral prefrontal lobotomy per- 
formed by the author for the relief of intractable pain. The paper also 
analyzes the possible effect of this procedure on intellect and personality. 
Its final concern is the effect of the operation on terminating drug addiction. 

The series reported represents consecutive cases without omission, be- 
ginning in January, 1948, and ending in mid-November. The follow-up 
periods range from one month to ten months. The results in relief of pain 
were good in 66%, fair in 18°, and poor in 15‘o. Criteria for these 
were as follows: “good” meant that the patient never complained volun- 
tarily of pain or required narcotics after operation. “Fair” meant that 
the patient continued to complain of some pain after operation but re- 
quired far less medication to be comfortable. “Poor” meant that he had 
the same degree of pain and required the same amount of narcotic after 
operation as before. The 22 patients who had good results suffered pre- 
operative pain from lesions, both malignant and non-malignant, situated in 
every part of the body. These patients include those with the longest 
follow-up periods of the series, one patient having been followed for five 
months, one for eight, and one for ten. The 5 patients with poor results 
suffered preoperative pain from various lesions in sites as varied as those 
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in the “good” group. The most conspicuous failure occurred in a woman 
with a Schminke tumor eroding the base of the skull, and stripping and 
stretching the dura. A case especially difficult to understand was that of 
a man with severe intracranial pain which was entirely relieved by unilateral 
lobotomy, and lesser cervical pain which was not. Both of these patients 
had immediate non-relief of pain after operation; the three remaining 
patients had return of pain, after a period of complete relief, when their 
lesions progressed greatly. On the basis of this, it is suggested that uni- 
lateral prefrontal lobotomy raises a quantitative barrier to the appreciation 
of pain, which barrier may be penetrated if pain increases sufficiently. The 
6 cases with fair relief of pain were the most difficult to evaluate. Two 
cases in which the patients professed to experience pain after operation 
are cited fully, but these patients were able to return to full-time work 
they had been unable to do because of pain before operation. 


It is pointed out that a previous observation made on the basis of the 
first ten patients operated upon, namely, that failure occurred only with 
lobotomy performed contralateral to the pain and on the non-dominant 
hemisphere, has not held true in the larger series of 33 cases. The standard 
technic of lobotomy which has been employed in all 33 cases is outlined. 
This consists of complete section of white matter in all directions, in a 
plane passing just anterior to the tip of the lateral ventricle; it must be 
performed through a generous incision, under direct vision. Performed 
in this manner, the procedure is well tolerated even by patients who could 
not undergo more radical procedures for relief of pain. The chief feature 
which recommends unilateral prefrontal lobotomy over the bilateral pro- 
cedure is its negligible effect on intellect and personality. Of the 33 cases, 
15 had standard psychometric tests performed both before and after opera- 
tion. Eleven patients showed little or no change between preoperative and 
postoperative scoring: of the 4 who showed a marked drop in score, each 
had some factor other than operation which might have accounted reasonably 
for the drop. Six patients had double postoperative testing, the two tests 
‘being performed several weeks apart after operation. All of the 6 showed 
such great gain in score on the second test that the statement can be made 
that a patient’s postoperative intellectual condition is not a static one, 
but a progressively improving one. No relative or friend of a patient 
ever commented that the patient’s personality had suffered by operation; 
many times, great pleasure was expressed at his revival of interest in 
normal activities when relieved of suffering. 

The discovery that unilateral prefrontal lobotomy terminated drug 
addiction was entirely unexpected. It had been anticipated that patients 
who no longer needed narcotics to relieve pain would need them to forestall 
withdrawal symptoms. This was proved untrue in the 15 patients who had 
their narcotic intake stopped entirely, or reduced grossly, following opera- 
tion, with no manifestation of withdrawal symptoms. One woman who had 
been on 25 gr. of morphine and an equivalent amount of dilaudid daily 
before operation has been reduced to 3/4 gr. of morphine as her total 
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daily narcotic intake in the terminal stages of carcinomatosis. One patient 
only suffered what were interpreted as withdrawal symptoms following 
termination of narcotics after operation. One patient who, because no 
organic basis could be found for her professed complaints was considered 
to have a primary drug addiction, was relieved of her dependence on drugs. 
The mechanisms involved in relief of pain and termination of drug addiction 
are too completely speculative to be considered in this paper. 

The results of unilateral prefrontal lobotomy for the relief of in- 
tractable pain have been good in 66°, fair in 18%, and poor in 15%. 
Psychometric studies have indicated no significant impairment of intellect 
or personality in the patients operated upon. Results in 15 patients addicted 
preoperatively to drugs because of pain have shown that narcotics can be 
terminated abruptly following operation, without withdrawal symptoms; 
one patient, apparently with a primary addiction, has been similarly re- 
lieved. These data indicate that unilateral prefrontal lobotomy is both an 
effective and an acceptable measure for the relief of intractable pain in 
conditions where other measures cannot be applied. 

(Unilateral frontal lobotomy is taking its place among those proved 
neurosurgical procedures which are of real value in the relief of intractable 
pain. It is hoped, however, that future experience with this procedure 
will elucidate some of the mechanisms involved in the relief of pain so 
that somewhat more discrete operations can be employed.—a. A. W. JR.) 


Surgical Technic of Prefrontal Lobotomy (Lobotomia prefrontal— 
tecnica operatoria). German Hugo Dickman and Dora T. Bielza, Hospital 
Rawson, Buenos Aires. Dia méd. 21: 1802-05, Aug. 11, 1949. 


The authors describe a technic for prefrontal lobotomy under 
visual control, rejecting Freeman’s recent suggestion for leukotomy of two 
orbital segments by the conjunctival route as blind surgery. They describe 
their own method as absolutely safe and as permitting perfect hemostasis. 
An Etchegoyen square is used to locate the coronary sutures on both sides. 
Incisions are made 3.5 cm. from the median line, extending from the 
coronary suture for 5 to 6 cm. approximately to the hair line. The hairy 
scalp is incised to the periosteum. The soft tissues are incised on both 
sides and a craniotomy is performed with 2.5 cm. trephine, 2.8 cm. from 
the horizontal diameter and 2.5 em. from the vertical diameter. The dura 
is opened by the usual method and the leptomeninges are retracted. A 
cranial disk is resected, measuring about 2 em. in diameter and horizontally 
oval in shape. The cortical vessels are coagulated and attention is given 
to hemostasis of the small vessels at the base of the incision. The cortical 
incision is deepened with the tip of a narrow spatula and a section of nerve 
tissue is removed. The wound is packed with cotton saturated with luke- 
warm saline, and the same procedure is instituted on the opposite side. 
By locating the minor wing of the sphenoid, the proper direction for the 
lobotomy can be determined. The necessity for invasion of the median 
cerebral fossa is eliminated. After locating the minor sphenoid wing by 
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probing with a Cushing needle, the latter is replaced by a narrow, tapering 
blade. A second blade is introduced behind the first to the same level. 
Then, under visual control, a section is cut from the oval center of the fron- 
tal lobe, extending from the subcortical level to the vicinity of the minor 
sphenoid wing. Lobotomy is thus performed from the inside and continued 
toward the cortex, spreading the blades to open the lips of the wound in 
the nerve tissue, and proceeding always under visual control. Tamponade 
of one side is instituted while the other is being resected. A few drops of 
gelfoam may be introduced to facilitate hemostasis. The wound is washed 
with lukewarm saline and the dura mater is closed with interrupted sutures 
of fine silk. In the earlier stages of the operation it is wise to excise a 
piece of periosteum to be used for a graft if necessary. A layer of gelfoam 
is introduced between the brain and the dura mater. The meningeal flaps 
are approximated and fixed with 1 or 2 sutures. The bony defect may be 
covered with a tantalum plate held in place by wires passed through holes 
drilled by the trephine, or if a trephine corona has been employed, the 
bone disk can simply be replaced. The scalp is closed with interrupted 
silk sutures. 6 references. 22 figures. 

(This is the technic of choice which has been associated with the 
name of Lyerly and Poppen in this country. There is a growing tendency 
to restrict the frontal lobe destruction to focal areas, which may make this 
procedure obsolete in the future.—a. A. W., JR.) 


Transorbital Leucotomy. John Walsh, Tone Vale Hospital, Taunton, 
England. Lancet 2: 465-66, Sept. 10, 1949. 


Transorbital leucotomy is a less dangerous modification of the con- 
ventional procedure of Moniz. The modification was adopted because the 
rounded shaft of the original leucotome tended to become fixed firmly in 
the orbital plate. _ It consists of using an 18 em. flattened oval blade 
tapered to a fine point with a slight bevel and marked at 4 and 7 em. from 
the tip. It is 4 mm. wide and 2 mm. thick at the 7 cm. mark. This in- 
strument is passed through the superior orbital plate and about 5 em. into 
the brain. It pierces the orbital plate more easily than the original leuco- 
tome and there is but slight resistance to its side-to-side movement. The 
white matter in the prefrontal area is cut by moving the instrument from 
side to side, the objective being the connection between the thalamus and the 
anterior prefrontal area. The operation is designed to isolate cortical 
areas 9 and 10 of Brodman. 

Observations upon the operation and results obtained in 8 women nine 
to ten months postoperatively are reported. These included 5 schizophrenic 
patients, 2 cases of agitated melancholia and 1 of chronic mania. No 
significant complications occurred. The only evidences of operation were 
swelling and discoloration of the orbital tissues. These disappeared in 
seven to ten days. No definite improvement followed transorbital leucotomy 
in these casés. Autopsy on 2 patients who died of intercurrent disease 
showed that the operation had not succeeded in cutting the white matter 
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of the prefrontal areas. Further modification of the operation is necessary 
to insure that the greatest possible number of white fibers in this area are 


cut. 7 references. 


Unilateral Prefrontal Lobotomy in Painful Anesthesia and in Atypical 
Facial Algias (Lobotomia prefrontal unilateral en la anesthesia dolorosa 
y en las algias facialis atypicas).. German Hugo Dickmann and Dora T. 
Bielsa, Hospital Rawson, Buenos Aires. Prensa méd. argent. 36: 1483-85, 
Aug. 5, 1949. 


A patient 74 years of age had suffered for thirty-four years with 
right hemifacial pain. Alcohol injections had resulted only in exacerbation 
of the pain and maxillary anesthesia. A unilateral lobotomy was performed 
on the side affected, following which the patient was confused mentally 
and was incoherent for about fifteen days. The pain then subsided and 
although not completely gone, he was relieved of the constant agony he had 
suffered for many years and he no longer experienced the dread and 
anxiety which had tortured him previously. In contradistinction to the 
after-effects of bilateral lobotomy, the confusion in these cases persists 
for only a few days. A second case is described in which this operation 
permitted a man to resume his occupation, with marked improvement in 
symptoms that had previously disabled him. In two other cases, painful 
anesthesia was relieved by this method. 7 references. 

(The use of prefrontal lobotomy in atypical facial neuralgia should 
be approached with caution and only after every effort has been directed 
against possible specific causes.—A. A. W., JR.) 


Results of Present Day Operations for Acoustic Tumors. Gilbert 
Horrax, M.D., James L. Poppen, Department of Neurosurgery, and R. E. 
Strain, M.D., Fellow in Neurosurgery, The Lahey Clinic, Boston, Mass. 
Lahey Clin. Bull. 6: 109-11, April 1949. 


In comparative evaluations of the results of neurosurgical procedures, 
it is essential to consider both the operative mortality and useful survival 
rate. During the period 1934 to 1943, total extirpation of 60 acoustic 
tumors was carried out at the Lahey Clinic. Of this group, 49 sur- 
vived five years or more, a mortality rate of 18.3. At least 39 (65°) 
could be classified as “useful survival”. Available statistics on cases 
treated by Dr. Harvey Cushing by incomplete intracapsular enucleation 
indicate a five-year mortality rate of 56.2%, with a useful survival of 
25% to 35%. This demonstrates that total extirpation is the procedure of 
choice in the treatment of acoustic tumors. 6 references. 2 tables.— 
Author’s abstract. 

(Such documentation of progress is always most welcome.—a. A. W., 
JR.) 
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Direct Demonstration of Brain Abscesses and Its Significance for 
Surgical Indications (Ueber die direkte Darstellung von Hirnabscessen und 
ihre Verwertung in der operativen Indikations-stellung). Hans Kolmer. 
Chirurg. 20: 343-50, July 1949. 

Injection of uroselectan B following or preceding encephalography is 
suggested as a means of direct demonstration of brain abscess. The contrast 
medium is injected by direct puncture of the abscess, from 2 to 2! ce. 
sufficing even for large abscesses. Indigo carmine or methylene blue 
(14 ce.) is usually added to the uroselectan, serving to stain both the 
contrast medium and the contents of the abscess, thus facilitating removal 
of the latter. This diagnostic method is of special value in cases of 
traumatic abscess, since it reveals any irregular configuration, niches or 
accessory abscesses, the extent or shape of which might otherwise escape 
detection. Owing to its use, there have been very few cases of metastatic 
or contiguous abscess in the author's series of cases. 

A case is described in which symptoms of brain abscess developed 
eight months after removal of a shell splinter by magnet. Whereas enceph- 
alograms and ventriculograms showed negative results, pus was aspirated 
at a depth of 6 cm. in the occipital region and subsequent injection of 
uroselectan revealed a large, pear-shaped abscess in the temporo-occipital 
region. Owing to movements of the patient, the needle passed through the 
wall of the abscess. Death shortly thereafter was attributed to the perfora- 
tion of the ventricle and extensive meningitis. Autopsy proved that the 
rupture of the abscess wall by the needle had no influence on the course. 
In order to avoid such accidents in the future, it is suggested that the 
Cushing needle be removed immediately following injection of the uro- 
selectan. Other case reports serve to illustrate the detection of communica- 
ting accessory abscesses, non-communicating accessory abscesses, the pres- 
ence of gauze left in the cavity at the time of previous operation, and the 
direction and extent of fistulas as well as their topographic relations to 
retained metal fragments. Another important advantage of this diagnostic 
method is that it permits control of drainage. In one case, injury to the 
lateral ventricle was avoided owing to conditions disclosed. It is possible 
to ascertain whether the rubber sponge still reaches to the base of the 
cavity. Marked displacement of the lateral ventricle indicates retention 
due to inadequate drainage. 

The photographic demonstration of the abscess facilitates the discovery 
of recurrent abscess. With the accurate knowledge obtained as to the 
site and extent of the abscess it is easier to select the best surgical procedure. 
The distance between the abscess and the lateral ventricle may indicate 
whether total extirpation or open treatment is indicated, and is of value 
in determining the site of incision by indicating the shortest route from the 
surface of the brain to the abscess, and permitting access without injury 
to more important cortical areas. By facilitating drainage, this method 
forestalls subsequent functional disturbances. The marginal configuration 
of the abscess permits prognostic conclusions. Thus, a sharp contour would 
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indicate a good prognosis while a vague contour suggests greater danger 
of encephalitis and less favorable conditions for healing. This information 
makes it possible to plan and execute proper treatment at an early stage, 
as for instance, resection of the external carotid artery for phlegmonous 
encephalitis. In more than 50 cases in which this method has been em- 
ployed, there have been no ill effects. The contrast medium remains in the 
abscess only a short time, being removed by total extirpation of the abscess 
or aspiration of the pus within an hour. Subsequent roentgenograms showed 
no residual uroselectan B in the brain. 20 references. 

(The necessity for direct visualization of the intracerebral abscess by 
this method will depend, in part, on many aspects of the particular regimen 
of treatment employed. For this and other reasons, this procedure cannot 
be considered as universally standard.—a. A. W., JR.) 


Experiences in the After-treatment of Infected Brain Wounds With 
Special Reference to Peiper’s Sponge Tamponade (Erfahrungen in der 
Nachbehandlung infizierter Hirnverletzungen, besonders mit der Schwamm- 
tamponade nach Peiper). Oskar Priessnitz, Wiesbaden. Chirurg. 20: 
350-58, July 1949. 


The advantages of sponge tamponade as compared with iodized 
gauze tamponade for the after-treatment of infected brain wounds are 
stressed. The small-pored pink rubber sponge serves for drainage as 
well as for packing the wound. Attempts to influence drainage by changing 
the position of the head are considered superfluous and injurious in that 
they may favor a tendency to prolapse. Details of technic for introduction 
and changing of the sponge are given. The sponge may be left in situ for 
from four to six days after operation and is then withdrawn, sterilized 
and replaced every two or three days. Suboccipital puncture may be done 
at the same time. Having the patient in a sitting position during change 
of sponges may serve to unfold the cavity and reveal accessory abscesses. 
If necessary, the sponge can be fixed to the skull with strips of leukoplast. 
When the opening into the abscess is very small, it may be helpful to make 
use of several small sponges rather than a single large sponge. Removal 
of the deeper sponges can be facilitated by attaching a silk thread to each 
of them. In cases of encephalitis with multiple abscess cavities, the author 
frequently has used as many as 9 sponges with good results. Spinal pune- 
ture is not attempted until three or four days after operation and is then 
repeated according to the condition of the cavity. As the abscess wall 
becomes sturdier and granulation proceeds favorably, spinal puncture is 
performed less frequently. Puncture is not indicated in the presence of 
severe headache or when there is a marked reduction in the pressure of 
the spinal fluid. 

Encephalitis is usually attributable to retained splinters and is an 
indication for conservative treatment with sulfonamide. Some patients 
have responded favorably to application of 4% Tibatin gauze. Once the 
ventricle has been perforated, prognosis is poor, but in circumscribed 
processes good results may be obtained. The sponge is conical in shape 
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to prevent spreading df the wound margins, and is employed for ten to 
fourteen days. Spinal puncture is then discontinued and resumed only if 
an excess of fluid is produced. Dehydration, salt restriction and diuretics 
are administered as indicated. Blood transfusions are given to increase 
resistance and sulfonamides are administered to combat infection. Spinal 
puncture and dehydration will help to prevent prolapse, but in malignant 
septic prolapse only temporary improvement can be obtained in a few cases, 
while the majority go on to a fatal termination. . 

Meningitis usually is due to the encephalitis and not to invasion or 
perforation of the ventricle. Treatment of this complication consists in 
the administration of sulfonamides, spinal puncture and insufflation of 
small quantities of air. It is often possible to control the first attack of 
meningitis, but diminished resistance frequently renders the patient unable 
to survive subsequent attacks. The author has used sulfonamide shock 
therapy in these cases with prontalbin tablets or aleudron. The maximum 
dose is given on the first day, 1 tablet every 1/2 hour, to a total of 16 g. of 
prontalbin. On the second day the dose is 12 g., after which the shock is 
repeated with diminished doses at intervals of two or three days. Intra- 
venous injections of 10 cc. of Tibatin daily have also yielded good results. 
Caution is urged to prevent sulfonamide injury to the liver, although in 
the present series no such complications were noted. 14 references. 

(The possible indications for this method of treatment are becoming 
increasingly infrequent.—A. A. W., JR.) 


9. Spine and Spinal Cord 


The Results of Operative Treatment of Intervertebral Disk Protrusion: 
A Follow-up Report of 108 Cases. Douglas Miller and G. K. Vanderfield, 
Sydney, Australia. M. J. Australia 2: 283-84, Aug. 20, 1949. 


Replies received from follow-up questionnaires sent to 108 patients 
operated upon for intervertebral disk sciatica from one to ten years pre- 
viously showed that 95 had returned to their former occupation, 54 being 
completely free of symptoms and 41 having slight residual recurrent symp- 
toms. The remaining 13 cases were unsatisfactory, symptoms persisting 
to such an extent that they either could not resume their former occupations 
or were advised not to do so. Three were unable to do any work. Analysis 
of the group totally free of symptoms showed that their average age was 
36 years, that they had had definite, severe symptoms, and had been 
incapacitated from work for from five weeks to ten years. Operative 
findings in 44 cases were definite, showing a completely sequestrated disk 
fragment lying beneath a tightly stretched nerve root. In 5 cases, the disk 
was soft and degenerated but not sequestrated. An associated hypertrophied 
ligamentum flavum was found in all cases. These patients all had short 
convalescent periods, returning to full work in an average period of eight 
weeks, although many occupations were arduous. The average age of the 
second group was the same as the first but most of their histories were 
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longer and their clinical symptoms were less severe. Operative findings 
were less characteristic, only 18 patients having completely sequestrated 
disk fragments beneath the nerves. No apparent abnormality was found 
in 3 cases, and 20 patients had a bulging disk protrusion requiring incision 
to liberate the contents. The time before return to work varied from three 
weeks to eleven months, 

The unsatisfactory or unimproved group was the most important from 
the analytic viewpoint. They averaged 45 years of age, % cases had 
received a severe back injury immediately before developing symptoms of 
disability, 2 were poor risks psychologically and 9 were miners. All were 
seriously disabled and presented definite clinical signs of nerve-root damage. 
but operative findings varied and no sequestrated disk fragment was found. 
Five patients had soft degenerated disks, 4 had collapsed spaces and general 
disk absorption, and 1 had no apparent abnormality. One of those who 
could not return to work had an extremely large central disk extrusion and 
the 2 others each had a degenerated disk with collapsed intervertebral space. 
These patients however stated that they had been considerably relieved from 
their former condition. 

In 3 other follow-up series, one showed 63°, of 513 cases completely 
relieved, 20°; improved, and 17° unimproved. In the second, 74°; of 
84 patients had returned to their former work and 21%, had changed their 
occupation. In the third, 82° of 103 patients were cured or had insig- 
nificant symptoms. 4 references. ; 

(In this series of cases, 88° were able to return to their previous 
occupations following a conservative disk removal without fusion which is 
in harmony with other recent reports.—A. A. W., JR.) 


Surgical Treatment of Low Back Pain. An End Result of 82 Cases. 
James W. Miller, M.D., Louis H. Edmunds, M.D., and Theodore Armstrong, 
M.D., Seattle, Wash. Northwest Med. 48: 614-16, Sept. 1919. 


An analysis of 82 cases of low back pain with and without sciatica 
undergoing surgical treatment is presented. An extrusion or herniation of 
the intervertebral disk was present in 47.57 cases. Congenital anomalies 
were likewise present in 47.5°¢. Spina bifida occulta was present in 23%. 
Myelography was of aid in diagnosis in equivocal cases, particularly in 
the patient with bizarre or minimal clinical findings. Spinal fusion was 
carried out in association with removal of the disk in the majority of the 
patients with herniations. Internal fixation with screws across the facets 
was felt to be a definite adjunct in the treatment of those cases undergoing 
spinal fusion. Iliac bone was used to augment osteogenesis. A minimum 
follow-up of six months on 79 of the 82 cases undergoing low back surgery 
was made. Eighty-one per cent fell into the so-called acceptable classifica- 
tion; i.e., those restored to normal livelihood or distinctly benefited. Nine- 
teen per cent were benefited little or not at all. None were made worse 
by the operation. There were no deaths in this series. 3 figures. 6 
tables.—Author’s abstract. 
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(Unfortunately the series covers cases of multiple etiologies and thus 
the results of treatment of the group as a whole are somewhat meaning- 
less.—A. A. W., JR.) 


Operative Treatment of Severe Kyphosis as the Result of Bechterew’s 
Disease. George Chapcal, Utrecht, Holland. Arch. Chir. Neerlandicum 
1: 57-63, Fase. 1, 1949. 


Laminectomy with intervertebral arthrectomy, followed by conservative 
measures, was used successfully in two cases of Bechterew’s disease in 
demonstrating complete reposition. Before proceeding to anterior 
columnotomy, manipulative technic should be attempted after the one-stage 
operation. In the case presented, excision of the intervertebral joints was 
followed by application of a plaster jacket. The patient was discharged 
for three months of bed rest and then readmitted and taught to walk again. 
He was discharged as ambulatory, and three months later he was readmitted 
and another plaster jacket was applied. By this time the vertebral column 
was ankylosed, the ligaments joining the bodies of the vertebrae. The 
patient remained in the plaster jacket until the bony ankylosis was complete. 
Excellent results in reposition were attained by this procedure. In severe 
kyphosis, operation improves the posture and relieves constriction of the 
abdominal and thoracic organs. 5 references. 5 figures. 


Surgical Sciaticas. A Study Based on 100 Operated Cases. Clinical 
and Surgical Aspects. Results (Cidticas quirtirgicas a proposito de 100 
casos operados. Estudio clinico y quirtirgico-resultados). Raul F. Matera 
and Tomas Insausti. Dia méd, 21: 1762-70, Aug. 8, 1949. 

Following a review of the history, physiopathology and incidence of 
sciatica due to hernia of the nucleus pulposa, the authors estimate that 
about 85°] of surgical sciaticas are due to this condition and that about 
70°. of the cases are in patients between 20 and 40 years of age. The 
most common site of the hernia is in the 5th lumbar intervertebral space, 
followed by the 4th and 3rd. Love’s operation was performed in 52 cases, 
with laminectomy, as indicated, in the others. Additional sensory radi- 
cotomy was done in cases in which this condition was associated with spinal 
arthrosis, atrophy of the intervertebral disk, periradicular pachyduritis or 
ossification of the disk. Cure was obtained in 70%, of the cases, marked 
improvement in 25° and no change in 5°. Ninety-five per cent of the 
patients operated on were able to resume their occupational and social 
life. 13 references. 


10. Peripheral Nerves 


Tendon Transfers and Arthrodeses in Combined Median and Ulnar 
Nerve Paralysis. J. William Littler, New York, N. Y. J. Bone & Joint 
Surg. 31-A: 225-34, April 1949. 


The median and ulnar nerves may be involved in a common injury 
in the brachium or at the wrist with resulting serious functional loss and 
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difficult compensation because of absent thumb opposition and finger ex- 
tension. Muscle balance can be restored and the thumb and fingers brought 
into a functional position by appropriate tendon transfers and arthrodeses. 
The process becomes complicated however when two nerves are involved. 
The extent of hand paralysis must be evaluated correctly and available 
tendon power concentrated where it will be most effective. Tendon transfer 
should be simplified insofar as possible because all intrinsic muscle fune- 
tions cannot be compensated. Frequently, only the most important can be 
considered because of a scarcity of transferable tendons. Proper arthro- 
deses provides stabilization and additional power for transfer. Successful 
transfers require adequate tendon strength and amplitude, proper mechanics, 
good joint mobility and tissues free from scars. Sometimes it may be 
necessary to fuse the wrist or thumb in a funetioning position and to 
transfer wrist-extensor tendons to provide good pinch and grasping mechan- 
ism. Only a pinch mechanism may be possible in severely crippled hands. 
In such cases, efforts should be concentrated to that end. Attempts to do 
more may result in a useless hand. 

Details are discussed. Persistent effort is required through the period 
of nerve regeneration preceding tendon transfer in order to obtain a con- 
tracture-free, mobile hand. Inadequate blood supply to the hand may 
cause pain and stiffness. This may be remedied by a dorsal sympathetic 
neurectomy if the circulation is improved by sympathetic nerve -block. 
Good functional result is facilitated by repeated joint exercises through 
the normal range, combined with dynamic splinting to keep the hand in 
good position. Excision of the collateral ligaments in an effort to obtain 
metacarpophalangeal flexion when the interosseous muscles are paralyzed 
may produce marked ulnar finger deviation and a more crippled hand. 
Leaving an intact collateral ligament on the radial side of the joint may 
provide sufficient relaxation to permit flexion without excessive loss of 
stability. Prolongation of an active flexor or extensor tendon with a free 
graft may restore opposition to a mobile thumb. The abductor pollicis 
brevis is the most important muscle of the thenar group. Good functional 
results have been obtained when it is paralyzed by suturing the transferred 
tendon to the tendinous insertion of the paralyzed muscle. Index finger 
abduction may be restored by transferring the extensor pollicis brevis to 
the tendinous insertion of the paralyzed first dorsal interosseous muscle. 

The patient must be carefully trained in the use of transfers after the 
three-week postoperative immobilization period is completed. Changes in 
previous function and development of volitional and synergistic control of 
the transferred tendons require explanation. 9 references. 35 figures. 
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1!. Sympathetic Nervous System 


Acute Vascular Crises Following Sympathectomies. (Akute Gefdss- 
krise nach Sympatheticusoperationen). F. Mandl, Vienna. Wien. klin. 
Wschr. 61: 449.50, July 22, 1949. 


The author observed that, following sympathectomy in 5 cases, the 
temperature of the toes was not increased but reduced, and that in these 
cases a postoperative gangrene developed. This result was believed to be 
due to the marked vasodilatation caused by the operation. The blood 
is drawn off from certain capillary tracts and deposited in others, a process 
that can be foretold by temperature tests. 

A case is described in a patient 59 years old with peripheral sclerosis 
of the right leg and intermittent claudication. Lumbar ganglionectomy 
produced satisfactory immediate results, but four weeks later gangrene of 
all the toes developed. Dry demarcation was awaited. Three cases of 
gangrene following sympathectomy have been reported in the literature. It 
is emphasized that operation is indicated only in the presence of abnormal 
vasoconstriction. Even when preliminary temperature tests show no in- 
crease in temperature, sympathectomy may nevertheless produce lasting and 
satisfactory results. When vasoconstriction is not present, operation is not 
indicated and may lead to gangrene. 

It is clear, therefore, that ordinary temperature tests preliminary to 
sympathectomy have not the significance hitherto accorded to them. Reac- 
tive hyperemia constitutes a more reliable test than increase in temperature. 
It is not suggested that earlier temperature tests should be discarded as 
useless, but a more careful study of their significance is urged. 


Late Results of Surgical Treatment of Scleroderma (Resultados le- 
jdnos del tratamiento quirtrgico de la escleroderma). René Leriche. 
Semana méd. 56: 63-70, July 14, 1949. 

Surgery is not indicated in cases of rapidly progressive acute sclero- 
derma. Sympathectomy and parathyroidectomy may yield surprising trans- 
itory relief, but after five or six months the disease progresses, usually 
terminating fatally in one or two years. 

More frequently, the disease runs a slow but painful and hopeless 
course, with slowly advancing mummification. Many patients die of inter- 
current disease. One patient survived for twenty-three years. Frequently, 
difficulties in deglutition lead to loss of weight and debility. In two cases, 
removal of bronchial adenoma resulted in general improvement and dimin- 
ished pain in the limbs. The response to sympathectomy and _parathy- 
roidectomy is least favorable in cases of sclerodactylia. It is important to 
operate before the fingers become deformed and fixed in abnormal position. 
Also, cases associated with multiple endocrine disturbances respond poorly 
to surgical treatment. Best results are obtained in cases with digital edema 
without atrophy of the fingers. The tissues of the face, neck and lips 
recover their elasticity and telangiectases disappear. Periarterial sympa- 
thectomy provides active: vasodilatation. Regeneration of connective 
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plan spaced operations rather than successive operations. Every operation 
on the sympathetic nervous system improves general vasomotoricity, in- 
tissue is a slow process requiring years rather than months. It is better to 
cluding segments already affected by previous operation. 

Very good results have been obtained by sympathectomy in 60 to 70% 
of cases. In certain cases, however, for unknown reasons, the operation 
fails completely. 

Recently the author has substituted stellectomy and section of the 
spinal nerves for removal of the second and third thoracic ganglion and 
preganglionic sections. A combination of sympathectomy with parathy- 
roidectomy and thymectomy has yielded good results. Four cases are re- 
ported in detail. It is emphasized that cure is out of the question, and 
little result can be expected in advanced cases. However, pain is relieved 
and lesions capable of regression may retrogress. The results are better 
than those obtained by any other method of treatment hitherto attempted. 


An Evaluation of the Surgical Treatment of Hypertension. R. H. 
Smithwick, Boston University School of Medicine, Boston, Mass. Bull. 
New York Acad. Med. 25: 698-716, Nov. 1949. 


While in a small percentage of hypertensive patients, unilateral neph- 
rectomy may be indicated, removal of an adrenal pheochromocytoma is 
indicated in another small percentage; in the great majority of hypertensive 
patients treated surgically, some form of sympathectomy has been done. 
In the author’s practice, the operation most frequently performed, in about 
80°. of cases, is the removal of the sympathetic trunks bilaterally from 
the eighth thoracic to the first lumbar segments inclusive — lumbodorsal 
splanchnicectomy. In patients with unusually rapid heart rates and in 
those with coronary artery disease with angina pectoris, a thoracic sympa- 
thectomy is done, including the cardiac innervation, but preserving the 
lumbar outflow. If care is taken to adjust the operative procedure to the 
patient, prolonged disability is avoided, and the sequelae of the operation 
are not serious. The operative mortality has been reduced to about 1‘: 
it is higher for the transthoracic than for the lumbodorsal procedure. The 
average hospital stay is longer for the transthoracic procedure also. In the 
reduction of postoperative mortality, replacement of operative and _post- 
operative blood loss is most important. 

The effect of lumbodorsal splanchnicectomy on blood pressure levels 
varies: in a follow-up of a group of unselected patients for one to five 
years, 66°, showed a slight to marked reduction in blood pressure; but in 
a follow-up of five to ten years, only 47°7 of these same patients showed 
a blood pressure reduction comparable to that observed in the first five 
years. Improvement in the status of the cardiovascular system has been 
noted, however, in cases in which there was little or no reduction in blood 
pressure. In 125 cases followed for five to ten years, the electrocardiograms 
were normal in 55 cases and abnormal in 70 cases before operation; there 
was an unfavorable change in the normal group in only 5.5°%. In the 
abnormal group, 64.3% showed improvement, and 11.4% showed an un- 
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favorable change. This compares favorably with reports by others on 
hypertensive patients treated non-surgically and followed for five years or 
more. 


A review of several series of cases reported in the literature of 
hypertensive patients, treated non-surgically and followed up for five years 
or more, shows a mortality of 66% for men and 45% for women. In the 
author’s series of 317 cases followed for five to ten years after operation, 
the mortality was 35°) for men and 25° for women. 


A method for determining the numerical grade of hypertensive patients 
based on the cerebral vascular status, the condition of the heart and the 
electrocardiogram and the renal function is described. When the mortality 
over a five to ten year period of follow-up in the author’s series of cases 
treated surgically is compared with the mortality of non-surgically treated 
cases, similarly graded, it is found that surgery definitely reduced the 
mortality in grades 1, 2 and 3, but not in grades 4 and 5, so that operation 
appears to be contraindicated in these two groups. 25 references. 11 
tables. 2 figures. 


Treatment of Hypertension in Children by Sympathectomies. Gertrude 
C. Reyersbach, M.D. and Allan M. Butler, M.D., Massachusetts General 
Hospital, Boston, Mass. M. Clin. North America 33: 1283-99, Sept. 1949, 


In order to make more information available concerning the effective- 
ness of sympathectomies in the treatment of hypertension in children, the 
case histories of 5 hypertensive children treated by sympathectomy and 
one hypertensive child not operated upon are presented. Four of the 
patients had renal disease with hypertension. Two appeared to have essent- 
ial hypertension without demonstrably significant renal disease. These 6 
cases suggest that no general conclusions can be drawn concerning the 
benefit of sympathectomy in children suffering from either essential 
hypertension or hypertension associated with demonstrable renal disease. 
As with the larger series of adult cases reported from this hospital, each 
case must be considered on an individual basis. Although sympathectomy 
may be beneficial in certain cases, specific criteria defining which case may 
be benefited by operation are not available at present. 2 references. 6 
figures.—Author’s abstract. 


12. Head and Neck 


See Contents for Related Articles 


13. Oral Surgery 


See Contents for Related Articles 


14. Plastic Surgery 


See Contents for Related Articles 
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15. Thyroid and Parathyroid 


Giant-Cell Tumor of the Thyroid Gland. Dan Feriozi, M.D., 
Georgetown University, Washington, D.C. M. Ann. District of Columbia 
18: 401-02, 439, Aug. 1949. 


Giant cell carcinoma, sometimes called carcinosarcoma or fibrosar- 
coma, is an extremely malignant tumor, usually occurs in women over 
50 years of age, grows rapidly, and is believed to arise from a previous 
long-standing adenoma of the thyroid gland. Statistics reveal 0.7% of 
220 cases of malignant tumors of the thyroid gland are carcinoma-sar- 
comas. The five-year survival rate of 231 cases of carcinomas of the 
thyroid gland following surgery and radiation therapy shows the giant cell 
variety to be 17%. 

The Lahey Clinie reports describe the bizarre microscopic appearance 
to contain irregular tumor giant cells with huge, lobulated, often vacuolated 
nuclei, and irregular mitoses being mixed indiscriminately with smaller 
clusters of fairly well-defined epithelial cells, as well as some stromal 
fibroblasts. Smith described 18 cases of fibrosarcoma, the average age of 
the patients being 61.2 years and with a postoperative duration of 2.4 
months in 16 of the 18 cases and a 100°% mortality in one year. The 
author’s case report is that of a 52-year-old white woman with a swelling 
in the neck of 36 years’ duration. She lived five months after the first 
onset of symptoms. Autopsy revealed a giant cell carcinoma of the thyroid 
gland, with widespread metastasis from the thyroid gland to the heart 
and lungs. 

Giant cell carcinoma of the thyroid is an undifferentiated carcinoma, 
highly anaplastic and characterized by the presence of large, bizarre tumor 
giant cells. The term “carcinosarcoma” has been applied by some because 
the spindle shape of the neoplastic cells and the proliferation of fibroblasts 
within the tumor suggest a mesenchymal as well as an epithelial derivation. 
However, these spindle cell elements must be properly evaluated so that 
they are not regarded erroneously as a part of a mixed tumor, whereas they 
are spindly carcinoma cells and proliferating stromal fibroblasts. A fibro- 
sarcoma is a tumor of the connective tissue cell identified by the presence 
of products of that cell, i.e. fibroglia and collagen, and must not be con- 
fused with the spindle cell variant of undifferentiated carcinoma. The 
giant cell variant of undifferentiated carcinoma is highly malignant and it 
is surprising, as quoted, that as many as 17°% of the patients survive five 
years.—Author’s abstract. 


16. Thoracic Surgery 


Intrathoracic Neurogenic Tumors (/ntrathorakale neurogene Tumo- 
ren). Hannes Homma, Vienna. Wien. klin. Wschr. 61: 421-5, July 8, 
1949. 

Following a brief review of the literature on this subject, the author 
reports his results in the surgical treatment of 9 cases during a period of 
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twenty-three years. Owing to the great advances in thoracic surgery, it is 
now a relatively safe procedure to remove these tumors; operation is indi- 
cated once diagnosis is certain, even though symptoms are not distressing. 
The prognosis following surgical removal is good and, if not removed, 
malignant degeneration of such tumors is possible. The surgical technic 
of choice is the transthoracic intrapleural operation. During the earlier 
period of the author’s experience, when intratracheal narcosis was not 
available, 3 patients died following the operation. The other 6 patients 
have remained free from symptoms and recurrence for periods of nine 
months to twenty-three years after operation. The patient having the 
largest tumor (20 x 15 x 14 cm.) has been under observation for twenty- 
three years, which the author believes to be the longest follow-up period 
reported for such a case. 


17. Chest Wall 


See Contents for Related Articles 


18. Pleura 


See Contents for Related Articles 
19. Lung 


Cerebral Metastases of Bronchial Carcinoma (Ueber die Hirnme- 
tastasen des Bronchial Krebs). Albrecht Moll, Bremen, Germany. Deutsche 
Ztschr. f. Nervenh. 161: 80-97, 1949. . 


In a series of 74 cases of bronchial carcinoma, cerebral metastases 
were found in 23 cases, or 31°. Of the latter, 20 were men and 3 were 
women, or a male-female ratio of 7:1. The average age of these patients 
was 58 years. Cerebral symptoms had been noted in 61%, the brain tumor 
causing symptoms before the primary tumor in 1/3 of the cases. Exclusive 
cerebral symptoms occurred in 21.5% of the patients. Bronchial carcinoma 
was confirmed as the primary tumor in 61%. The clinical picture varied 
greatly and case reports are included to illustrate the protean nature of the 
symptoms. The condition may simulate other neurologic conditions 
such as apoplexy, chiasmal lesions or neurosyphilis. It is frequently mis- 
taken for brain injury or tuberculous meningitis. Psychic disturbances are 
present occasionally as confused states or the Korsakoff syndrome. 

Metastatic brain tumor can be distinguished sometimes from primary 
brain tumor by its short period of development, rapid course, relative lack 
of general symptoms, frequent remissions and absence of neurologic defect 
syndromes, but these findings will not serve for exact differential diagnosis. 
The author emphasizes the importance of a marked fall in blood pressure as 
characteristic of metastatic brain tumor. Prognosis is very poor, 80% 
dying within one year of onset. The frequency of multiple cerebral metas- 
tatic tumors as compared with single brain tumors is emphasized. There 
is no site or side of predilection. Contrary to most reports in the literature, 
it is evident that metastatic tumors of the other organs are not uncommon, 
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the liver and kidneys being involved more frequently than the adrenals. 
Several instances of meningismus were noted, due usually to rupture of 
the tumor mass into the ventricle, but there were no cases of meningeal 
carcinosis. 39 references. 2 tables. 


Pueumonectomy in a Case of Besnier Boeck’s Sarcoidosis. C. L. 
Peterson, Amsterdam, Holland. Arch. Chir. Neerlandicum 1: 64-76, 
Fasc. 1. 1949, 

Surgical procedure for irreversible pulmonary changes in Boeck’s 
sarcoidosis has not been found in the literature. Surgery would be unwise 
where pulmonary deposits are extensive or have debilitated the patient, but 
lobectomy or pneumonectomy would be justified if the irreversible lesion is 
unilaterally placed and has no involvement elsewhere. 

In the case presented, x-rays showed an area of increased density in- 
volving the left upper lung field from the apex to the third intercostal 
space anteriorly in the midelaviceular line. A diagnosis of advanced 
bronchogenic carcinoma involving the mediastinum was made, and_ the 
patient was referred for x-ray radiation. Six months later she was admitted 
to the hospital for observation, and a total of 4000 r in 200 r doses was 
given. There was considerable evidence of advancement of the pathologic 
process at the left apex. Four years later, after three attacks of pneumonia, 
the original diagnosis was considered doubtful in view of the prolonged 
history, and left pneumonectomy was performed. This patient did not 
have the typical regression of pulmonary changes, but rather a partial re- 
gression. When first seen, fibrosis was well advanced, but there was no 
history of pulmonary disease and the x-ray radiations were not sufficient to 
account for it. Microscopically, fresh granulomas in the fibrous tissue were 
evidence of the active disease. Atelectasis may have been a factor in the 
persistence and progression in the localized area, as there was no evidence 
of interference of normal patency throughout the remaining bronchial tree. 
One year after the operation, the disease has remained quiescent. 19 refer- 
ences, 11 figures. 

(It is difficult to see how surgery could be of value in this disease.— 
I. A. B.) 


Pulmonary Cryptococcosis. Report of a Case with Surgical Cure. 
Gregory F. Froio and Charles P. Bailey, Philadelphia, Pa. Dis. of Chest 
16: 354-59, Sept. 1949. 


The history of cryptococcosis is reviewed briefly. References given 
indicate that most of the cases involve the central nervous system, with 
extremely poor prognosis, many terminating fatally in five to six months. 
This is a case report of a white man, age 19, who was apparently well until 
the time of his Army induction examination. X-rays disclosed a mass- 
like lesion in the right lower lung. He was rejected for service and advised 
to go to a sanatorium to be studied for tuberculosis. Tuberculosis studies 
proved negative. The lesion did not regress and he was referred to Hahne- 
mann Hospital in May, 1943. The impression was bronchogenic carcinoma 
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and exploration was done. A right pneumonectomy was performed.  Illus- 
trations consist of x-rays, the gross lesion, and photomicrographs. The 
latter shows the causative agent. A review of the literature showed that this 
is the first case of active pulmonary cryptococcosis in a white man treated 
by pneumonectomy without recurrence or central nervous system involve- 
ment up to the present time. 15 references. 4 figures.—Author’s abstract. 


A Case of Echinococcie Cyst of the Lung Diagnosed and Cured Bron- 
choscopically (Su di un caso di cisti di echinococci del polmone diagnos- 
ticato e curato per via bronchoscopia). G. Schirosa, Catania. Riforma 
med. 63: 635-38, July 9, 1949, 


Clinical and radiologic observations presented a confusing picture in 
the case of a man 32 years old suffering from hemoptysis and cough 
suggesting chronic pulmonary disease. Objective findings were negative and 
there were no Koch bacilli in the sputum. The roentgenogram suggested 
partial atelectasis due to some disease process obstructing the bronchus. 
Bronchoscopy revealed a small cyst in a bronchus in the right inferior 
lobe. The biopsy specimen included a small fragment of the cystic mem- 
brane. Since recovery sometimes follows spontaneous rupture of such 
cysts into the bronchi, the patient was discharged to await further develop- 
ments. The symptoms which had subsided following bronchoscopy 
recurred, however, after an interval of two months. Following readmission, 
chemotherapy was administered and transthoracic puncture yielded a small 
amount of pus. The fever subsided and a complicating enterocolitis re- 
sponded to treatment. A second bronchoscopic examination was done, 
with removal of obstructing cystic membranes. The patient vomited large 
amounts of mucopurulent matter and shreds of cystic membrane. Gradually 
the expectorate became serous and slightly streaked with blood, and then 
disappeared. The temperature, which had increased slightly following 
bronchoscopy, subsided, and auscultation revealed diminished dullness. 
The patient was discharged cured and re-examination three months later 
showed complete resolution of the pulmonary process. 


Bronchiogenic Carcinoma, Kaare Liavaag, Surgical University 
Clinic, Oslo, Norway. Acta chir. Scandinav. 98: 182-204, July 4, 1949, 


Studies were made of 53 men and 27 women with bronchiogenic 
carcinoma. Their average age was 51 years, the youngest patient being 
19 years old. Forty-eight tumors were on the right side and 32 on the left. 
There were 53 central, 9 intermediate, 11 peripheral and 7 unclassified 
tumors. Histologically, there were 23 anaplastic carcinomas, 22 squamous 
cell carcinomas and 16 adenocarcinomas. 

Cough was the predominating symptom in 86% of cases and was the 
symptom first noticed by 57°% of patients. Other symptoms in order of 
frequency were lassitude, loss of weight, dyspnea, blood-tinged sputum, 
pain, hoarseness and those symptoms due to intrathoracic infection. These 
symptoms may occur at any stage of the disease, except that hoarseness, 
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which is usually late, indicates infiltration of the recurrent nerve and 
indicates inoperability. The average duration of symptoms before the 
patient’s first visit to a doctor was two months but their average duration 
by the time of admission to hospital was eight and one-half months, the 
doctor therefore being responsible for a delay of six and one-half months. 

Early physical examination frequently is negative and is never con- 
clusive alone, supplementary roentgen and bronchoscopic examinations be- 
ing necessary for diagnosis. An exploratory thoracotomy may be indicated 
if these examinations are negative. Roentgenograms differ in peripheral, 
intermediate and central tumors. The first usually are sharply circum- 
scribed but it is difficult to differentiate between benign and malignant 
peripheral tumors it in the mediastinum. Atelectasis is the outstanding 
roentgenographic finding in the intermediate and central types. This 
is usually complicated by a secondary pneumonitis. Bronchostenosis was 
demonstrated in 45 of 47 cases. 

Bronchoscopic examination is extremely important in making the 
diagnosis and is performed in all cases now. The histopathologic examina- 
tion was positive in 54° of 67 cases and is reported as positive in from 50 
to 75° of cases. Cytologic examination of sputum has only recently been 
used in this clinic but has shown a high incidence of positive findings. 

The only effective treatment for bronchiogenic cancer is pneumonec- 
tomy or possibly lobectomy. Operation should be performed on all cases 
not showing definite contraindications. Contraindications are poor gen- 
eral condition, metastases, mediastinal invasion, tumor too near the carina, 
pleural effusion, paralysis of the phrenic or recurrent laryngeal nerve and 
rib involvement. Old age is not a contraindication although such patients 
are a serious operative risk. The postoperative mortality rate has decreased 
and is now stated as being from 10 to 15%, although lower rates have 
been reported. There have been several cases of five-year survival. 37 
references. 9 tables. 

(The presence of 27 women in a group of 80 patients is so unusual 
as to suggest that their lesions—viz., bronchial adenoma—have been in- 
cluded in the list. The statement of contraindication to exploration 
may be qualified to the extent of indicating that, in occasional cases, pleural 
effusion or phrenic paralysis may be due to inflammatory concomitants 
of malignant disease. Rib involvement by direct extension likewise may 
mean only that a segment of chest wall must be resected together with one 
lung.—™M. M. R.) 


The Bronchial Tree: A Classification and Nomenclature. Dezso 
Kassay, Budapest, Hungary. Acta oto-laryng. 37: 355-60, Aug. 1949, 

A new classification and nomenclature are offered. The description 
emphasizes the homology of the two lungs. It is stated, in agreement with 
some other authors, that both lungs show 12 segments, homology being the 
main principle for nomenc!ature and classification. 

A distinct name has o be given to the part of the left upper lobe 
situated higher as the lingula, being homologous to the right upper lobe. 
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“Apicopectoral truncated lobe” or “truncated lobe” seems to be adequate. 
In the right middle lobe, as in the lingula, there are 3 standard branches 
with little difference in their way of branching. This fact underlines the 
anatomic analogy of the middle lobe and the lingula. Both lower lobar 
bronchi, contrary to the other lobar bronchi, give off their branches, not at 
the same level, but one after the other, another demonstration of the homology 
of the right and left lower lobes. 


The following table shows the suggested classification. 


RIGHT LEFT 


Anterior apical 1. Anterior apical |, . 
Upper Posterior apical 2. Posterior apical { Truncated 
lobe Pectoral 3. Pectoral \ ( lobe Upper 
- Pectoral lob 
Axillary 4. Axillary § 
Middle 5. Superior lingular | 
lobe ) Mammary 6. Inferior lingular § 
I. dorsal 7. 1. dorsal 
Medial basal &. Il. dorsal 
Lower II. dorsal 9. Anterior basal | Samet 
lobe Anterior basal 10. Medial basal lobe 
Lateral basal 11. Lateral basal 
Posterior basal 12. Posterior basal 


The principle of the classification and nomenclature is that the func- 
tional unit is the lung. It is advisable to relate the segments to the lungs 
and further on to the thorax. In clinical work we have to deal with the 
segments, always in relation with the thorax, more exactly with the thoracal 
walls. Approaching a segmental diseased region, as for example an ab- 
scess, one has to imagine the segment in its relation to the thoracal wall. 
In the tabulation, not much has been added to the usual nomenclature; from 
the literature only those terms are collected which permit an exact localiza- 
tion of the bronchi and of the segments in every area of the lungs. It is 
not permissible to use the same term for two different segmental bronchi 
or segments. Terms and meanings offered here are easy to learn and to 
remember. 4 references. 1 table—Author’s abstract. 


Disposal of the Bronchial Stump in Lobectomy and Pneumonectomy 
for Bronchiectases. Erik Unonius, Sabbatsberg Hospital, Stockholm, Swe- 
den. Acta chir. Scandinav. 97: 442-50, Feb. 21, 1949. 

Studies to determine the origin and method of spread of infection 
were made in 53 cases of lobectomy and pneumonectomy operated upon 
by Crafoord’s method. The preoperative diagnosis in each case had been 
based upon careful examination, lipiodolography having been used in the 
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survey of most lung lobes, bronchoscopic examination being performed in 
each case and samples of secretion examined for tubercle bacilli and inocu- 
lated into guinea pigs. An attempt to empty the bronchi of secretion was 
made by postural drainage and supplemented by repeated bronchoscopic 
aspiration and local penicillin treatment when indicated. 

An intratracheal tube was introduced, a bronchial tampon packed in 
the bronchus of the diseased lung, and the chest opened by Crafoord’s 
method. The hilar structures in the diseased portion of the lung were dis- 
sected out, the vessels ligated, bronchial tampon removed, and the bronchus 
gripped with clamp forceps. The bronchus was divided and the outer 
cartilage ring removed to provide a soft stump easily invaginated. The 
edges were coapted with 3 or 4 interrupted silk sutures, excluding the mucous 
membrane, the stump was closed with continuous catgut suture, the forceps 
were removed, and the corners and central part of the bronchus were invag- 
inated with a few interrupted silk sutures. In cases having an exceptionally 
short bronchus, the bronchial branches were either dissected and combined 
into a common lumen which was closed in the usual manner or sutured 
separately and invaginated in the lengthened bronchial stump. A mixture of 
30,000 units of penicillin and 5 Gm. of sulfathiazole was dusted in the 
mediastinal wound, the bronchial and vessel stumps were buried separately 
into mediastinal tissue, and the entire area was closed with a continuous 
pleura suture. Narrow bridges of lung parenchyma joining the lobes were 
ligated with a single ligature and wide bridges with a continuous catgut 
suture, which was then invaginated with a continuous catgut or silk suture. 
The resection border between the lingula and upper lobe was treated simi- 
larly. 

No leakage occurred in the bronchial stump in any of these cases, but 
empyema developed in 6 cases, 4 being caused by infection from the resected 
lung surface and 2 from primary pleural infection. Leakage from the 
resection surface occurred in 5 cases in which broad parenchyma bridges 
were resected. Forty-nine of these patients recovered. 14 references. 

(The method of handling the bronchial stump seems unnecessarily 
complicated and, as shown by Overholt, approximation of the pleural 
surfaces to cover raw lung surfaces may be disadvantageous.—1. A. B.) 


20. Mediastinum 


The Results of Thymectomy in Myasthenia Gravis. Geoffrey Keynes, 
St. Bartholomew’s Hospital, London, England. Brit. M. J. No. 4628: 611- 
16, Sept. 17, 1949. 


Most cases of myasthenia gravis respond to treatment with neostigmine 
but the remissions produced do not usually last over two years. Thymectomy 
has now been used in the treatment of this disease for about eight years 
and has produced good results in many cases, although its use is still largely 
empirical. 

Thymectomy is usually recommended only for seriously disabled pa- 
tients or for those whose symptoms are becoming progressively worse. 
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There is little surgical selection, but patients having thymic tumors are not 
recommended for thymectomy as the course of the disease and effect of 
operation upon them is much worse than on those not having tumors. 
Tumors only occur in 11.6% of all cases, however. The technic of thy- 
mectomy has been materially improved. It is important to minimize the 
bronchial secretions before operating on these patients, to remove the thymus 
without injuring the pleura, and to remember that myasthenic patients col- 
lapse with syncope when given an enema. 

Evaluation of the results of thymectomy in myasthenia gravis is dif- 
ficult because symptoms of the disease vary greatly and this irregularity 
is reflected in the operative results. Postoperative patients are divided 
into 4 groups according to results. Those in the first group are quite well, 
having no symptoms and they require no neostigmine. Those in the second 
group are practically cured, have few symptoms, but need small doses of 
neostigmine. The third group comprises those showing some improvement 
or possibly considerable improvement, but still requiring neostigmine. The 
fourth group shows no improvement. Careful follow-up of the 120 
patients in these 4 groups showed approximately 32.5% in the first, 25.8 
in the second, 33.3, in the third, and 8.4% in the fourth group. Improve- 
ment after operation is sometimes dramatically sudden, a diplopia of some 
years’ standing disappearing in twenty-four hours. Symptoms do not dis- 
appear in any regular order but ptosis and ocular palsies usually are the 
last to leave. Ocular muscles sometimes remain paralyzed permanently 
after other symptoms have disappeared and then do not respond to neostig- 
mine. The small proportion of patients who are unimproved after opera- 
tion are not necessarily those who have had the disease for a long period or 
who have had severe symptoms. Age seems to have some bearing upon the 
result, the average age of operative failures being nearly 40 years. Im- 
proved technic has resulted in decreased operative mortality. Of the first 
18 operated upon, 5 died and only 5 died in the next 119 cases. The 
present operative mortality is 4.2 with experienced surgeons, older pa- 
tients taking the greater risk. 8 references. 


Mediastinal Tumors of Blood Vascular Origin. William D. Seybold, 
M.D., John R. McDonald, M.D., O. Theron Clagett, M.D. and Stuart W. 
Harrington, M.D., Rochester, Minn. J. Thoracic Surg. 18: 503-17, Aug. 
1949. 


This report dealt with 3 cases of mediastinal tumor in which the 
histologic picture was that of hemangioma or malignant hemangio-endo- 
thelioma; these 3 tumors were encountered among approximately 200 med- 
iastinal tumors treated surgically at the Mayo Clinic prior to Jan. 1, 1947. 
A careful, although necessarily incomplete, perusal of the literature on 
mediastinal tumors brought to light reports of 14 additional cases of blood 
vascular origin. A studious attempt was made to avoid the easy error of 
including any highly vascular malignant neoplasm in this group. Only those 
cases have been included in which the evidence for blood vascular origin of 
the tumor seemed reasonably complete. 
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Primary mediastinal tumors are uncommon; those of blood vascular 
origin are rare. The most frequent lesions among them are benign tumors 
of nerve origin and cystic lesions of teratomatous or enterogenous origin. 
Many other varieties have been reported. In 2 of our 3 cases there was 
evidence of malignancy. One patient had a lesion that had invaded sur- 
rounding mediastinal structures and that was too extensive for surgical 
removal; the other had a lesion which was histologically of low-grade 
malignancy and which had invaded a coatiguous sympathetic ganglion. The 
third patient had a benign hemangioma. 

Of the 14 cases gleaned from the literature there was evidence of 
malignancy in 8. In 6 of these the lesions were histologically malignant, 
and in 2 the lesions were called histologically benign but there were regional 
and distant metastases. 

Of the entire group of 17 patients, surgical removal of the lesion was 
accomplished in 6; 4 of these 6 were living at the time of the last available 
reports. This cannot be interpreted in terms of operability for some of 
these patients came under observation long before lesions in the mediastinum 
were surgically accessible. 

There is evidence to support the contention that so-called benign heman- 
giomas associated with metastatic tumors are in reality multiple primary 
lesions. The outlook for a patient with a single, well-encapsulated, his- 
tologically benign hemangioma of the mediastinum probably is excellent. 
Even when it is not well encapsulated and cannot be completely removed, 
the outcome is hopeful on the basis of the report of Adams and Bloch 
whose patient was alive and well four years after operation. The prognosis 
must be guarded in those patients who have a lesion with histologic features 
of malignancy, and the prognosis in the individual case cannot be predicted, 
as it almost never can be in neoplasms in any situation, on the basis of 
histologic appearance alone. Lilienthal’s case rather dramatically illus- 
trates the truth of this statement. No mediastinal tumor produces a sufficient- 
ly distinctive clinical or roentgenologic picture to permit a consistently 
accurate pathologic diagnosis without operation. Many of these tumors 
are malignant, others have malignant potentialities, and all should be 
removed surgically unless a definite contraindication exists. 20 references. 
8 figures. 5 tables.—Author’s abstract. 


21. Heart 


Fallot’s Tetralogy or Disease. The Taussig-Blalock Operation. Sub- 
clavian Pulmonary Anastomosis in 33 Cases (Tetralogia o Enfermedad 
de Fallot. Operacion de Taussig-Blalock. Anastomosis subclaviopulmonar. 


33 casos operados). Alfonso R. Albanese. Dia méd. 21: 1883-85, Aug. 
18, 1949. 


Of a series of 33 cases definitely or presumptively diagnosed as 
Fallot’s tetralogy, thoracotomy without any visceral dissection was _per- 
formed in 3 cases and there were 2 deaths. In 2 cases operation had to 
be abandoned, employing anastomosis in one and ligature of the subclavian 
vein in the other. Both of these patients died under the anesthetic. In 
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another case, heart failure occurred during closure of the chest wall at 
the end of the operation, when the anastomosis was functioning. Three 
further cases succumbed during the immediate postoperative period. Of 
the last 20 patients operated on, only 3 were lost, thus placing the mortality 
rate at 15%. One patient died of cerebral anoxia. In another, a rupture 
of the proximal ligature of the pulmonary artery occurred. The third 
patient died eight days after operation from cerebral hemorrhage or throm- 
bosis. Of the total series of 28 children in whom the operation was 
completed, 6, or 21.5%, died. The other 22 patients, or 78.5%, survived 
and are alive and well. The mortality rate for this operation will always 
depend upon the selection of cases and criterion of operability. 


Persistence of the Ductus Arteriosus. Recent Advances in Diagnosis 
and Prognosis. 54 Case Without Operation (La persistencia del canal 
arterial. Los recientes progresos para su diagnostico y su pronostico. 
Sobre 54 casos no operados). J. J. Welti and I. Benzecry. Semana méd. 
56: 199-206, Aug. 4, 1949. 


From 1920 to 1948, 54 cases of persistent ductus arteriosus were 
followed up. In analyzing American statistics on cases of this type, it is 
emphasized that figures are based chiefly on cases reported in the literature, 
and that since most of them are in children, prognosis is impossible and 
even diagnosis is doubtful. Only statistics based on a follow-up of a large 
number of patient over a long period of time will permit any legitimate 
prognostic inferences. The differential diagnosis of continuous murmurs 
in the upper precordial region is discussed. Of the 54 cases in the present 
series, 7 are dead. One of the deaths was suicidal. The 6 other patients 
died at the ages of 17, 21, 24, 29, 36 and 39 years due to their congenital 
anomaly. Infectious endarteritis developed in only one patient of 24 years 
of age. Another patient 21 years of age died suddenly of heart failure 
in the course of pneumonia. Jt is emphasized that frequently infectious 
endarteritis of the ductus arteriosus presents a syndrome suggesting pneu- 
monia. Another patient of 36 years died of progressive cardiac insufficiency 
with complicating arrhythmia. A man 29 years old succumbed to acute 
pulmonary edema. One boy, 17 years old, died suddenly, and one patient, 
39 years old, died during his sleep. Thirteen patients were not available 
for follow up. 

Of 34 recently examined cases, 1] were males and 22 females. Four 
were less than 10 years of age, 7 from 10 to 20 years, 10 from 20 to 30 
years, 5 from 30 to 40 years, 4 from 40 to 50 years, and 3 patients were 
53 years of age. The average age of this group was 27.1] years. Of the 
whole series, 50 were followed up for five years, 7 for five to ten years, 
5 for ten to fifteen years and 6 from fifteen to twenty years. Of the 34 
recently examined cases, 14 were unable to ascend stairs without distress. 
Ten patients suffered distress only when running, and 10 experienced no 
dyspnea on exertion. Palpitation following exertion was common _ Pre- 
cordial pain was not a constant symptom. Fainting was recorded in only 
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2 patients. Roentgenography revealed a normal heart shadow in 13 patients, 
a slightly enlarged heart in 14, and marked cardiac enlargement in 7. 
Two patients had a history of hemoptysis in absence of tuberculosis or 
Oslerian endarteritis, occurring twenty years ago in one and only two months 
ago in the other. Most of the patients had narrow chests. There was no 
history of disturbances during pregnancy in the women, no abortions 
or familial history. On the whole, the 34 patients lived normal lives and 
suffered only slight disturbances. 

The author concludes that persistent ductus arteriosus involves positive 
risk of sudden death, Osler’s endarteritis or cardiac insufliciency. For 
this reason routine surgical treatment is advisable, the optimum age for 
intervention being from 5 to 7 years. 14 references. 


New Ideas in the Medical and Surgical Treatment of Angina Pectoris. 
Novocaine Infiltrations and Resection of the Pre-aortic Nerve Plexus. 
(Nociones nuevas en el tratamiento medico y quirtrgico de la angina de 
pecho; las infiltraciones de novocaina y la reseccion del plexo nervioso 
pre-aortico). Camille Lian, Paris. Semana méd. 56: 82-84, July 14, 1949. 


The author recently noted an increased number of satisfactory results 
in cases of coronary pain treated with intravenous injections of khelline 
and ammon-tetraethylbromide. However, in a number of cases, the painful 
and frequent attacks persisted in spite of this treatment. In the latter, he 
resorted to novocaine infiltration of the pre-aortic plexus, as suggested by 
Arnulf but hitherto rarely employed. This procedure is preferable, in the 
author’s opinion, to infiltration of the stellate ganglion. The needle is 
advanced along the sternal tendon of the left sternocleidomastoid muscle 
2 em. above the sternum, avoiding the posterior surface of the sternum by 
a distance of 3 cm. to preclude injury to the left brachiocephalic venous 
trunk. Once past this point, the needle is directed away from the sternum 
and into the deeper tissues. From this time on, it is necessary to ascertain 
at each millimeter whether the needle moves synchronously with the arterial 
pulse. When this occurs, 25 to 30 ec. of novocaine solution (0.50°%) are 
injected. After the second day, 30 to 40 cc. may be injected. Improvement 
may be demonstrated following the first, third or fourth injection, and it 
is almost constant. Failures are rare. The improvement lasts for weeks 
or months, and in some instances is permanent. 

If this method fails and is followed by frequently recurring attacks. 
the author recommends resection of the pre-aortic nerve plexus. Having 
obtained brilliant results with this method in one case, the author has now 
adopted it as a routine procedure, and concludes from his experience in 
19 cases in eighteen months, that it is the most benign and effective operation 
for relief of angina pectoris. An untoward result was noted in only a 
single patient, who developed a myocardial infarct three days after opera- 
tion. In all the other cases the results were excellent, rendering possible 
an almost normal life to patients who had been previously disabled and 
bed-ridden. Results are constantly good as compared with 70% of good 
results reported by other methods, and the mortality is minimal or nil. 
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The atheroma which constitutes the pathologic substrate for angina pectoris 
is not affected. The results of resection of the pre-aortic nerve plexus are 
only palliative, but this intervention constitutes the least dangerous opera- 
tive treatment for this condition. 


22. Esophagus 


Surgical Treatment of Carcinomata of the Distal Three Quarters of 
the Thoracic Esophagus and the Cardia. J. F. Nuboer, Utrecht, Holland. 
Arch. Chirurg. Neerlandicum 1: 14-37, Fase. 1, 1949, 


Successful results by Phemister and Adams in 1938 with the Sauer- 
bruch technic of intrathoracic esophagogastrostomy for carcinomata of the 
esophagus and cardia have been followed by advances and standardization 
of the procedure. Sixty-eight patients were studied and treated, but the 
growth was operable in only 29. According to Sweet, the esophagus 
should be divided into a number of segments, since the surgery varies 
according to the site of the growth. In these cases a different division 
is made, and the surgical procedure is described for the third, fourth and 
fifth segments, transthoracic resection with intrathoracic esophagogastros- 
tomy being used. In four cases only the Torek method was used; in the 
others, resection with restoration of the continuity of the alimentary canal 
by primary esophagastric anastamosis was used. 

Results show that the mortality rate was greater in the older age 
groups. The site of the tumor was a determining factor, the incidence 
and mortality in those with third-segment cancer being greater. During 
the war years, the largest number died of bronchopneumonia when penicillin 
was not available. Two patients died of anastomotic insufficiency due tc 
tension of the sutures. Esophagojejunostomy would have been better pro- 
cedure in those two cases. In the case of inoperable cancer, esophago- 
gastrostomy is suggested as a palliative measure. 11 references. 

(One cannot but wonder if such operations or esophagogastrostomy 
are justified or are purely palliative procedures, especially since the period 
of survival usually is only a few months.—. A. B.) 


Surgical Management of Instrumental Perforation of the Esophagus. 
J. Dewey Bisgard and H. Harper Kerr, Omaha, Neb. Arch. Surg. 58: 
739-51, June 1949. 


Immediate surgical intervention is necessary following instrumental 
perforation of the esophagus. Most cases of such perforation occur either 
when attempting to pass the esophagoscope through the narrower levels, 
such as at the cricopharyngeal pinchcock or at the cardia, or during attempts 
to remove a foreign body or biopsy specimen. The recovery rate is inversely 
proportional to the time elapsing between injury and surgical treatment; 
it is therefore emphasized that the practitioner consult with the surgeon 
immediately in such cases. Pain spreads rapidly and grows worse on 
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breathing or swallowing. Distal perforations are followed by shock, cyano- 
sis and rapid, grunting respiration, with fever and chills supervening in a 
few hours. In a few minutes, subcutaneous emphysema develops in cervical 
perforations and within a few hours in distal perforations. Typical x-ray 
findings are: mottling of small areas of lesser air density scattered in a 
shadow of tissue density in the retrovisceral space and air in the lateral 
planes of the neck; compressed pharynx; esophagus displaced forward; 
widening of the space between esophagus and pharynx and the vertebral 
bodies; and subsequently, coalesced locules of air and present fluid levels. 
Mediastinal involvement is indicated by increased width, outlined by de- 
creased air density or by a dense shadow of edema and fluid. 

The surgeon should not wait for x-ray findings, however. Following 
treatment for shock, the site of perforation should be exposed as soon as 
possible, and drainage should be established to decompress the contaminated 
space and to offer free escape for air and fluids. Continuous suction 
through a sump type of drain is recommended, especially for tears of the 
thoracic esophagus. The cervical esophagus may be exposed through an 
incision along the anterior border of the sternocleido-mastoid muscle on 
one or both sides (if only one side, the left is preferable). Rigid drainage 
tubes must be kept away from the carotid artery to avoid hemorrhage. 
The retrovisceral space and upper mediastinum can be drained through a 
cervical approach, but a dorsal mediastinostomy may be required. The 
posterior mediastinum is reached through a lower dorsal mediastinostomy, 
or if the pleural cavity is involved, a thoracotomy. The tear in the 
esophagus should be sutured, even though it usually reopens, since even 
temporary leak stoppage is of benefit. Large doses of penicillin and 
streptomycin are given at once and continued for several days. Oral 
feeding is postponed for a week or more until the perforation is sealed 
partially or completely. Water and food are given through a Levin tube 
threaded past the perforation into the stomach at the time of operation, 
or administered intravenously. In tears of the cervical portion, the head- 
down position is used; in tears of the thoracic portion, a sitting position 
is used. Esophageal fistulas usually close promptly and heal without 
stricture. 

The author’s series of 5 cases included 3 patients with tears in the 
cervical portion of the esophagus, all incurred during esophagoscopy. The 
endoscopist was aware of the accident in all 3, but surgical drainage was 
instituted at once in only one patient, who recovered. The other 2 patients 
died, the first without operation and the second after drainage and trache- 
otomy performed after two days of conservative treatment. The author's 
remaining 2 patients were cases of thoracic perforation occurring during 
passage of a bougie and a catheter, respectively, in which the underlying 
lesion was a lye stricture. Both recovered, one with conservative treatment, 
the other after drainage of the empyema and gastrostomy for feeding. 
14 references. 5 figures. 
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Gastric Resection for Esophagitis and Stricture of Acid-peptic Origin. 
Owen H. Wangensteen and N. Logan Leven, Minneapolis, Minn. Surg., 
Gynec., & Obst. 88: 560-70, May 1949. 


The authors report a series of 7 patients with esophagitis and stricture 
necessitating dilatation, who were cured by resection of the stomach in the 
manner of resection of the stomach for duodenal ulcer. The first patient 
was treated in 1939 and underwent an emergency gastric resection for a 
bleeding duodenal ulcer in September of that year; he had previously been 
dilated more than 100 times during the preceding four years because of 
dysphagia and difficulty in swallowing. He submitted to two dilatations 
somewhat unwillingly after operation but failed to report for further 
dilatation. Another patient was treated similarly in 1942, also with a 
good result. Then, in 1944, a patient with a congenitally short esophagus 
and a cork-screw stricture of the distal 10 cm. to the esophagus was 
observed. She also had polycystic disease of the liver and nutritional 
edema. She had been dilated more than 100 times also. It had been 
suggested that she have a resection of the esophageal stricture and she was 
referred by the Medical Service of the University Hospital for surgical 
therapy with a view to excision of the esophageal stricture. However, 
with the knowledge gained in the treatment of the first two patients, this 
patient assented willingly to resection of the stomach. Two dilatations 
were done during the early months of convalescence; no further dilatations 
have been necessary. 

Two patients in the group had strictures rather high in the esophagus, 
in its midportion. One of these was a boy 17 years old who had difficulty 
in swallowing since birth. In the year prior to operation he underwent 
multiple dilatations because of inability to swallow. There was no obvious 
cause for the stricture, it being labelled idiopathic stricture of the esophagus. 
A three-quarter gastric resection was performed and the boy responded well 
and no further dilatations have been necessary. Perhaps the most striking 
case in the entire group was Case 6, a man 47 years old, who had had two 
perforations of a duodenal ulcer. For a period of eight years he carried 
a gastrostomy because he could not swallow his saliva. This man’s stricture 
also began in the midportion of the esophagus. Because of the extensive 
nature of this stricture, this patient was dilated for a few months after the 
operation but the patient has done so well that he has been unwilling to 
return for further dilatation. Almost a year has intervened since the last 
dilatation. He eats meat, hard rolls, uncooked celery and carrots without 
any difheulty. 

These observations lend a rather strong confirmation to the thesis that 
idiopathic structure of the esophagus is acid-peptic ulcer of the esophagus. 
Moreover, experiments conducted in the laboratory suggest that the esopha- 
gus is far more vulnerable to injury by the acid-peptic digestive juice than 
the duodenal mucosa or the gastric mucosa. In fact, the gastric mucosa 
is quite resistant to injury—so resistant, in fact, that it would be fair to 
conclude that other factors may operate in the production of gastric ulcer 
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in addition to the acid-peptic digestive juice itself. Experiments conducted 
in the laboratory upon the dog and the cat indicate that the dripping of 
an active acid-peptic digestive juice into the esophagus causes perforation 
in a relatively short period of time. In dogs with obstruction just beyond 
the pyloric outlet, receiving histamine in beeswax over a four-day period, 
evidences of severe esophagitis were observed in all; in 50% of the instances, 
perforation of the esophagus occurred; the gastric mucosa remained normal. 
In other words, it seems fair to conclude that spontaneous perforation of 
the esophagus is also acid-peptic ulcer of the esophagus. It is unlikely 
that cardiospasm is a variant of acid-peptic ulcer disease. Cardiospasm 
is to be distinguished from so-called idiopathic stricture of the esophagus 
(acid-peptic disease) by the presence of a tortuous and much-dilated esopha- 
gus in the patient who has had cardiospasm for some time. It is surprising 
indeed that a stricture of the esophagus results in far less dilatation than 
does cardiospasm, an observation which suggests definitely that cardiospasm 
has two components: 1) atony of the esophagus; 2) obstruction at the 
lower end. Experiments with esophageal balloons on man confirm this 
premise. 15 references. 4 figures.—Author’s abstract. 


Obstruction of the Gastro-Oesophageal Junction. P. R. Allison, 
Thoracic Unit, General Infirmary, Leeds, England. Lancet 2: 91-4, July 16, 
1949, 

Gastroesophageal obstruction may be of simple or malignant origin, 
the final diagnosis as to cause depending upon the patient’s age, sex, clinical 
symptoms, radiologic appearances and esophagoscopic findings. Cancer is 
present in about 67‘, of cases. Cardiospasm usually occurs in patients 
20 to 40 years old, peptic ulcer in those 50 to 70 years old, and malignancy 
in the 50 to 60-year age group. Principal clinical symptoms are dysphagia, 
regurgitation, weight loss, anemia and pain. Dysphagia is usually the 
chief symptom of cardiospasm but may be absent even with gross obstruction. 
It is apparently unrelated to malignancy. Anemia usually is a symptom 
of malignancy and pain of peptic ulcer. Regurgitation is an important 
symptom of lower esophageal obstruction. It is common in cardiospasm 
and may be troublesome in carcinoma. It must be differentiated clinically 
from vomiting and gastric regurgitation. Cardiospasm varies radiologic- 
ally with the stage of the disease. The lower two-thirds of the esophagus 
is contracted in the early stage, with relative dilatation of the upper thir]. 
Early diagnosis is important because effective treatment may then produce 
a complete cure. Radiologic appearance of carcinoma of the cardia varies 
with location of the tumor, whether in the lower third of the esophagus, 
astride the cardia, or gastric carcinoma. Growths starting in the stomach 
and growing up around the outside of the esophagus are difficult to dis- 
tinguish from cardiospasm. Esophagoscopic examination in cardiospasm 
shows a greatly dilated esophagus with retention of mucus and food but 
the findings in peptic uleer depend upon the degree of stenosis. There is 
not much esophageal dilatation in cancer and not as much inflammation 
as in peptic ulcer. 
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Cardiospasm is treated by washing out the esophagus, performing 
an esophagoscopy, and dilating the cardia with a Negus hydrostatic bag. 
The muscle of the lower end of the esophagus may be divided if esophageal 
dilatation is unsuccessful. The last inch of the esophagus should then be 
incised down to the submucosa, including the cardioesophageal junction. 
The treatment of peptic ulcer is chiefly medical. Malignant obstruction 
is often so advanced as to be inoperable. Marked relief for obstruction 
with regurgitation can be obtained by inserting a Souttar’s tube through 
the esophagoscope. Radical resection of a malignant tumor of the cardia 
should be done by the thoraco-abdominal route when possible. It has been 
shown that adequate excision of cancer of the cardiac end of the stomach 
includes total gastrectomy, radical lymph gland removal, and mediastinal 
esaphagojejunostomy. Such cases have an operative mortality of 20, 
including patients dying within three months. 2 references. 4 figures. 

(Surgery is rarely necessary for cardiospasm if the cardia is properly 
and adequately dilated. A. B.) 


23. Breast 


See Contents for Related Articles 


24. Diaphragm 


See Contents for Related Articles 


25. Abdominal Surgery 


“Pseudothrombosis” of the Mesenteric Vessels. Contribution to the 
Study of Ortner’s Disease (“Pseudothrombose” der Mesenterialgefasse. 
Beitrag zur Symptomatologie dr Ortnerschen Krankheit). K. Csépai. 
Schweiz. med. Wschr. 79: 785-86, Aug. 27, 1949. 

A case is reported to demonstrate that the clinical and pathologic 
anatomic picture of mesenteric thrombosis may be found in the absence of 
thrombosis. When symptoms deviate from the classic description of Ortner’s 
disease (dyspragia intermittens intestinalis), arteriosclerotic or endarteri- 
itie changes in the abdominal blood vessels may be suspected. The present 
patient was admitted with symptoms suggesting acute or subacute abdomen, 
although there was no reason to suspect perforation or acute pancreatitis. 
Laparotomy revealed necrosis of a considerable portion of the ileum and 
large intestine. The patient died twenty-four hours after the operation. 
Autopsy examination revealed an incarcerated calculus in the right ureter 
and hydronephrosis, nephrocirrhosis and prepyloric peptic ulcer. There 
were numerous small infarcts of the small and large intestines, sclerosis of 
the abdominal aorta and the orifices of the celiac, and the superior and 
inferior mesentery arteries were greatly constricted. There were numerous 
ischemic infarcts in the liver and extensive hemorrhage into the spleen. 
Microscopic examination revealed syphilitic endarteritis as the cause of the 
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vascular changes. The infarcts were much smaller than those usually 
observed in mesenteric thrombosis. 

(/f there was gangrene of a considerable portion of the ileum and large 
intestine, there must have been some thrombosis in addition to syphilitic 
endarteritis.—D. ) 

Mesenteric Lymphadenitis. A Clinical and Experimental Study. 


D. R. Webster and P. Madore, Montreal, Canada. Gastroenterology 13: 
160-65, Aug. 1949, 


This article is a review of 270 cases of nonspecific mesenteric lym- 
phadenitis and the report of attempts to establish a virus as the infecting 
agent. The ages were from 5 to 15 years and about equally divided 
between the sexes. A correct preoperative diagnosis was made in only 
10%. 

Pain was generally the first symptom. In the acute cases, it closely 
resembled appendicitis starting in the para-umbilical region and _ later 
localizing to the right lower quadrant. Tenderness was present in this 
area in 85% of the cases. Many of the histories described the tenderness 
as being about one inch below and to the right of the umbilicus, often 
referred to as “Land’s Point.” About one-third of the cases could be 
described as acute. The remainder were the chronic cases whose symptoms 
varied from one to ten months. The pain was described as coming on at 
irregular intervals. Often the child would be having a meal, complain 
of pain, vomit occasionally, but after resting for a short time would feel 
well again. Several became nauseated at school, complained of pain and 
were sent home, but by the time they arrived the attack had passed. The 
pain occurred at night occasionally and sometimes when the patient was 
mentally disturbed, or wished to avoid certain unpleasant duties. Nausea 
and vomiting were observed in 75% and diarrhea or constipation in 55%. 
The temperature never exceeded 102°F by rectum and the pulse was moder- 
ate. The white blood count varied from six to fifteen thousand, with a 
relative lymphocytosis. Cervical adenopathy was present in 20% of the 
patients and in only a few patients could glands be palpated in the abdomen. 
Twenty per cent had an associated nasopharyngitis, tonsillitis, or otitis 
media. There were no cases of suppuration. 

Appendectomy was carried out in 97% of the cases. In this series, 
62% of the appendices removed showed chronic inflammatory changes 
histologically; 15% showed acute exudative changes, 20% had normal 
appendices. All had enlarged and reddened mesenteric nodes. Seven per 
cent of the appendices showed evidence of oxyuris vermicularis. Meckel’s 
diverticulum, uninflamed, was seen in three patients. Histopathologic ex- 
amination of a mesenteric gland was done in 10%; catarrhal lymphadenitis 
was the characteristic finding and cultures were negative. Three per cent 
showed abdominal fluid, culture of which also proved negative. Ninety-two 
cases were followed by mail. Twenty-one complained of a recurrence of 
similar abdominal pain one year to six years after the operation. All were 
free of attacks eventually. 
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The mesentery and subserosal areas of monkeys and the peritoneal 
cavities, mesenteries and brains of rats and mice were injected with filtrates 
of the human glands. No characteristic lesions were produced and no 
evidence of infection occurred in the animals. It is concluded the disease 
is a clinical entity that can be diagnosed and appears to be improved by 
appendectomy although it is probably self-limited. There is no evidence of 
a virus as an infective agent. 15 references.—Author’s abstract. 


26. Abdominal Wall 


Anatomic and Clinical Re-evaluation of Camper’s, Scarpa’s, and 
Colles’ Fasciae. Charles E. Tobin and John A. Benjamin, Rochester, N. Y. 
Surg., Gynec., & Obst. 88: 545-59, May 1949. 


Current concepts of Camper’s, Scarpa’s and Colles’ fasciae appear 
inconsistent and incorrect for several reasons. Camper and Scarpa ap- 
parently did not define the layers associated with their names and Colles’ 
definition is not that found in the texts; therefore, no exact definition has 
been established for these terms. The subcutaneous tissue over the ventral 
abdominal wall and perineum does not consist of a definite outer fatty 
layer (Camper’s) and an inner membranous layer (Searpa’ s-Colles’), for 
dissections, together with microscopic and macroscopic sections from these 
areas, contained only one layer composed of several sheets or strands of 
collagenous and elastic fibers (surrounding alveoli of fat), any one of which 
could represent a membranous layer. Extravasates are described as limited 
and directed by the course and connections of a definite membranous layer. 
In dissections of, and microscopic and macroscopic sections from, real and 
simulated extravasation cases, the extravasate was along the course of the 
collagenous and elastic fibers throughout the subcutaneous layer. The 
attachment of these collagenous fibers (to the pubis and ischium and to 
the fascia lata), their change in direction (up into the ischio-rectal fossa), 
their continuity in other parts of the body and the loose texture of the 
subcutaneous tissue (in the urogenital triangle, around the scrotom, penis 
and abdominal wall) account for the typical limitations and spread of 
extravasates. 24 references. 22 figures.—Author’s abstract. 


27. Hernia 


Recurrence Following Inguinal and Femoral Hernia Operations. 
Three to Seven and One-half Years Follow-up. Donald J. Ferguson, M.D., 
Minneapolis, Minn. Minnesota Med. 32: 697-701, 744, July 1949. 


A seven and one-half year postoperative follow-up study was made 
of 264 patients undergoing 294 operations at the University of Minnesota 
Hospital. Fifty-two per cent were followed by examination and 11% by 
letter. An additional 9% of the patients were deceased at the time of 
the study. 

The overall recurrence rate was 10.4%. Rates were highest in direct 
inguinal hernias (319%) and femoral hernias (25°%). The operation with 
the highest recurrence rate was that of suturing the inguinal ligament to 
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Cooper’s ligament or to the pectineal fascia (31%). This was used for 
femoral and recurrent hernias. It appears to be an unsatisfactory operation. 

A contralateral hernia developed after the first at an appreciable 
interval, averaging eleven years, in 9.4%. Bilateral hernias appeared at 
about the same time in 7°¢. The recurrence rate for bilateral hernias 
repaired at the same time did not differ from the rate when the two operations 
were done at different times. This series, if reported as a six-month to 
five-year follow-up, would have had an overall recurrence rate of 4.3%. 
It is evident that patients must be followed for a longer time to obtain 
the correct rate. 21 references. 5 tables.—Author’s abstract. 


(A recurrence rate of 31° is higher than other authors have reported. 
This may be due to the ill-advised use of the Cooper’s ligament herniotomy, 
as the authors admit.—eD.) 


(The 31% recurrence rate was for a Cooper’s ligament technic 
suturing the inguinal ligament to Cooper's ligament (Moschowitz 
operation) and not for a Cooper's ligament technic suturing the “conjoined 
tendon” to Cooper's ligament (Lotherissen or McVay operation). I dis- 
approve of the former and approve of the latter. I do not agree, therefore, 
with the above member of the Editorial Board who blanketed all Cooper's 
ligament technics together in disapproving them.—4. 


Surgical Treatment of Large Hernias and Eventrations With Pre- 
liminary Pneumoperitoneum (Tratamiento quirtirgico de las hernias y 
eventraciones voluminosas utilizando el neumoperitoneo previo). Carlos 


Aguirre. Dia méd. 21: 1406-11, July 4, 1949. 


The series under discussion includes 10 patients, with 6 hernias and 
4 external eventrations. In the surgical treatment of these cases, preliminary 
pneumoperitoneum has now become a routine procedure in this clinic. 
It can be recommended for use in chronic cases but has also been used 
successfully in periods of strangulation, and in patients of more than 70 
years of age. In 8 cases, the introduction of 2,000 cc. of air was well 
tolerated. In the ninth patient, introduction of 300 cc. was followed by 
respiratory syncope, disappearance of the radial and humeral pulse, and 
loss of consciousness. Artificial respiration was instituted, coramine was 
administered by subcutaneous intracardiac route, the injected air was with- 
drawn, and the patient was placed in an oxygen tent. Within an hour, 
the patient was resuscitated and a successful operation under spinal anes- 
thesia was performed a few days later. The reaction was attributed to an 
incompletely emptied intestine and a syncopal reflex in a predisposed 
patient. To avoid such alarming symptoms, the patient should be in a 
fasting state at the time of operation and the bowels should have been 
properly emptied. A preliminary injection of atropine and morphine and 
proper anesthesia of the skin are important aids. It is advisable, if possible, 
to reduce the size of the hernia by tight bandaging, in order that the 
injected air may diffuse uniformly. The hernial opening can be closed 
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by any of the well-known technics. For large inguinoscrotal hernias, the 
technics of Ogilvie and of Gallie and Le Mesurier are recommended. 
Commercial fascia is employed and even heterologous fascia is well 
tolerated. Detailed case reports are included. 11 references. 6 figures. 


(The use of pneumoperitoneum to enlarge the abdominal cavity in 
certain large hernias might be understandable, but its use in cases with 
strangulation, where operation must follow in a short time, would not seem 
to be advisable.—ep.) 


(1 am sure Dr. Aguirre does not advise this method for any but 
nonstrangulated cases. Dr. Moreno of Buenos Aires has done 150 cases 
by this method and showed a motion picture depicting his technic at the 
Sixth Inter-American Congress of Surgery in Chicago on Oct. 23, 1949. 
The procedure has definite applications in large ventral hernias, it would 
seem to me.—H. H.) 


Further Experiences with the Use of Tantalum Mesh in the Repair of 
Large Ventral Hernias.* A. R. Koontz, Baltimore, Md. South. M.J. 42: 
455-60, June 1949, 


Experimental work in dogs showed that large defects in the abdominal 
wall could be cured by the implantation of tantalum mesh, the mesh becom- 
ing completely infiltrated and surrounded by fibrous tissue, forming an 
unusually strong closure of the abdominal wall. In a preliminary report, 
the author had published results with the use of tantalum mesh for the 
repair of large ventral hernia in 5 cases. The present paper reports an 
additional 26 cases, making a total of 31. The results have been excellent 
and the patients have been uniformly grateful for the relief they have 
obtained. These patients are so miserable from the sense of lack of security 
in the defective abdominal wall, the disagreeable dragging-down sensation, 
nausea, vomiting, and other symptoms, that one of them contemplated 
suicide, thinking that his condition was hopeless. His mental attitude is 
completely changed since the repair and he is doing manual labor every 
day. 

One case was that of a child 6 years of age with a congenital absence 
of the abdominal wall from the umbilicus to the xyphoid, except for skin 
and peritoneum. The condition made the child an invalid, but since opera- 
tion he is well and happy and has an excellent result in spite of the fact that 
the mesh had to be implanted between skin and peritoneum without any 
preperitoneal or subcutaneous tissue on either side of the mesh. One of the 
worse cases was that of an obese man with three previous operations and a 
defect six inches wide, extending from the costal margin to the inguinal 
canal. Prior to operation the pendulous hernia mass hung down over his 
genitalia. The mesh was sutured to the edges of the fascial defect and the 
patient has an exceptionally strong result. In several cases of recurrent 
inguinal hernia with large defects and poor tissues, a small piece of mesh 
was placed between the first and second layers of the closure. 
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One patient was operated upon twenty-eight months ago, and the result 
to date is excellent. 2 references. 5 figures.—Author’s abstract. 


*Since the publication of this paper, the number of cases in the author’s series has 
increased to 78. 


A Simple Experimental Method of Evaluation for the Bassini and 
Allied Types of Herniorrhaphy. F. S. A. Doran and W. H. Lansdale, 
Manchester Royal Infirmary, Manchester, England. Brit. J. Surg. 36: 
339-45, April 1949. 


Results obtained with the Bassini and other herniorrhaphy operations 
have been unsatisfactory because of the high incidence of recurrences, but 
statistical evaluation of these operations has been equally or more un- 
satisfactory because of the marked variations in published recurrence rates. 
An attempt was made to evaluate these operations on the basis of anatomic 
evaluation and experimental tests. The evidence obtained was somewhat 
conflicting but indicated that the older herniorrhaphy methods were prob- 
ably unsound. For example, there is considerable doubt that a sound 
union occurs when red muscle is sutured to fascia or when two sheets of 
fascia are sutured together. 


A simple experimental method was devised to determine whether or 
not sound union occurred between the conjoined tendon and inguinal liga- 
ment in herniorrhaphies, with no recurrence. In this, silver wire markers 
were inserted through the lower border of the conjoined tendon and the 
inner edge of the inguinal ligament and tied in order to minimize the 
likelihood of their cutting out. The Bassini technic was employed, care 
being taken that no areolar tissue or cremaster fibers were interposed be- 
tween the apposed conjoined tendon and inguinal ligament. An incision 
was made into the rectus sheath to relieve tension if necessary. Radio- 
graphic examinations after three months indicated that none of the silver 
markers had moved except for slight upward displacement but that the 
conjoined tendon had separated from the inguinal ligament within a few 
months although there was no recurrence. Use of the same test in an 
operation where the conjoined tendon was sutured with catgut to Cooper’s 
ligament indicated that the edge of the conjoined tendon tore between the 
inner and middle marker so that the medial portion of the tendon returned 
to its original position. This test is useful in revealing the actual failure of 
the herniorrhaphy even though clinically successful. Conversely. there 
might be a recurrence when the lower border of an atrophied conjoined ten- 
don had remained solidly united to the inguinal ligament. 


These results indicate that a combination of the experimental and 
statistical methods is necessary for full evaluation of herniorrhaphies. 
Chief difficulties with statistical assessment are the large number of vari- 
able factors, such as the criteria of a recurrence, and the fact that con- 
clusions must be drawn from a series of samples, conclusions being based 
upon these incomplete data. From the practical viewpoint, information as 
to which is the best type of herniorrhaphy is desired, rather than the 
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recurrence rate of each operation. This can be obtained by a properly 
planned investigation of the type described by Fisher in 1947 for the so- 
lution of biologic problems. 130 references. 2 tables. 5 figures. 


Whole Skin Grafts for Repair of Abdominal Hernia and Eventrations 
(El injerto de piel total en la reparacion de hernias y eventraciones abdom- 
inales). Manuel José Vasquez, Hospital Rawson, Buenos Aires. Prensa 
méd. argent. 36: 1283-90; 1325-39; 1396-1404; 1458-61. July 8, 15, 22 
and 29, 1949, 


This profusely illustrated article is based on a series of 170 cases 
of abdominal hernia and eventration repaired by whole skin grafts and skin 
sutures since Vilar reported his first experiences with this method in 1946. 
There was only one recurrence in the entire series. The anesthesia employed 
was local, as described by E. & R. Finochietto in 1944. In some cases with 
very extensive eventration and tense abdominal walls, spinal or general 
anesthesia was used. Continuous spinal anesthesia was used in ex- 
tremely obese patients. The detailed technic of every step of the operation 
for the various types of inguinal and umbilical hernia and for eventrations 
is fully described with schematic illustrations. The postoperative course, 
including drainage and treatment of complications such as hematoma and 
suppurations, is discussed, with a description of the histologic changes 
occurring in the graft. The results obtained are classified as excellent. 
Suppuration occurred in only 5 cases. 32 references. 72 figures. 


A Series of Cases of Indirect Inguinal Hernia Treated by the 
Method of Inversion of the Sac. C. Craig, Launceston General Hospital, 
Launceston, Australia. M. J. Australia 2: 268-71, Aug. 20, 1949. 


Some anatomic condition such as an undiscovered second sac occa- 
sionally may prevent all of a hernial sac from being obliterated by ligation 
in herniorrhaphy, even though the sac is twisted before ligation. Unless 
discovered, such a condition will lead to recurrence. A method of inverting 
the ligated hernial sac into the abdominal cavity or through the abdominal 
wall was previously described by the author, the method chosen depending 
upon the type of sac. The latter method is best for the thin, pliable sacs 
found with most hernias. Thick, heavy sacs and sliding hernias, however, 
should be treated by abdominal inversion. 

A series of 130 cases of indirect inguinal hernia treated by the in- 
version method is reviewed. There were 3 recurrences, a rate of 2.3%. 
No recurrence in this series occurred through that part of the abdominal 
wall through which the sac was inverted, but recurrences occurred in 3 
other cases, each of which had a thick, heavy sac. Such a sac should 
either be inverted into the abdominal cavity or drawn up between the 
peritoneum and the transversus, and the slit in the muscle should be closed. 
Care must lie taken not to injure the bladder if any excess sac is removed. 
A disadvantage of this method is that the peritoneum is opened, with the 
possible consequence of adhesions causing intestinal obstruction. 
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While there is not sufficient time for final conclusions concerning 
the inversion method, two years have elapsed since 50 cases were operated 
upon and one year after 45 cases, none with recurrence. The chief dif- 
ference between this method and the ligation and excision procedure is that 
the latter leaves a peritoneal projection in the region of the internal ring. 
This is impossible in the inversion method. While excessively large hernias 
cannot be treated by the inversion method, only 4% of all patients with 
hernia who came for treatment were not considered suitable for that technic. 
1 reference. 4 figures. 


(Most American students of the hernia problem would not admit that 
the method of dealing with the peritoneal sac is of much importance com- 
pared with the advisability of getting a snug closure over the defect.—eb.) 


(1 agree in part with the above editorial comment. In the case of 
children, however, sac closure is the prime factor in the repair of groin 
hernias. Furthermore, untrained operators still either neglect sacs entirely, 
or tie them off too long. This latter error, just as in the case of a partial 
appendectomy or a cholecystectomy with a long stump of cystic duct left 
behind, is poor surgery also. However, in the case of an adequately removed 
hernial sac in the average adult, particularly in patients with weak fascial 
structures or with direct hernia, the “‘snug closure over the defect’, using 
fascial layers, is essential.—n. i.) 


28. Peritoneum 


Pseudomyxoma Peritonei Associated with Cholesterosis. C. G. 
Tedeschi, M.D., E. A. Gaston, M.D. and Ethan A. Brown, M.D., Boston and 
Framingham, Mass. New England J. Med. 241: 357-62, Sept. 8, 1949. 


A case is presented of “pseudomyxoma peritonei”’, most unusual be- 
cause of the presence of large deposits of cholesterol crystals in the exudate. 
Protracted exudation and progressive thickening of the enclosing membranes, 
interfering on one side with the re-absorption of the exuded matter and on 
the other with the interchange of its constituents with the constituents of the 
circulating body fluids, is advocated to explain this cholesterol phanerosis. 
As the fluid aged, a disruption occurred in the albumin-globulin liaison 
which normally contributed to the holding in solution of the cholesterol, 
hence its precipitation and formation of the characteristic rhomboidal 
crystals which gave to the exudate its golden sheen appearance. The 
origin of the process could be traced to a “pseudomucinous” cystadenoma 
of the ovary. Nine years intervened between the removal of the ovarian 
cyst and the development of the abdominal condition. This shows that 
the seeded epithelial cells can remain quiescent for many years, still pre- 
serving their potentialities of growth and function.—Author’s abstract. 
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29. Stomach and Duodenum 


Improved Results in Perforated Peptic Uleer. O. W. Niemeier, Ham- 
ilton, Canada. Canad. M.J. 61: 250-54, Sept. 1949. 


Prior to 1942, the mortality following operation for perforated peptic 
ulcer averaged from 20°, —25‘,. Recently reported series show a marked 
improvement, with mortality ranging between 8°; and 1°). At the Hamil- 
ton General Hospital 164 cases from 1934 to 1939 showed mortality of 
18°, whereas a series of 113 cases from 1940 to 1948 had a mortality of 
only 7.9%. 

Delayed operation is the most important factor in increasing the mor- 
tality rate in these cases. One reason for this delay is difficulty in 
diagnosis. While no surgical lesion is more easily recognized than a typi- 
cal perforated peptic ulcer, an atypical picture is sometimes present. In 
the aged, reaction to pain is diminished and rigidity is less marked. 
During the stage of reaction the deceptive improvement is misleading, and 
of course excessive sedation makes recognition more difficult. The pre- 
sence of early rigidity and its persistence constitutes the best clue to the 
diagnosis. X-ray examination will show a free bubble of air under the 
diaphragm in about 706% of cases but its absence does not exclude per- 
foration. The mortality rate in patients over 50 years of age was 5 times 
as high as the rate for those under that age. Here the diagnostic difficulties 
mentioned are probably a factor. But the diminished resistance and higher 
incidence of pulmonary and cardiovascular complications enter into the 
problem. Thrombosis and embolism are warded off by bed exercises and 
early ambulation. The use of oxygen tent and chemotherapy prevent 
and control many respiratory infections. 

The presence of large amounts of intraperitoneal exudate occurs with 
a large perforation and full stomach and has ben associated with a high 
mortality rate. The lethal effect of the exudate is usually attributed to 
a resulting peritonitis. As many of these cases yield a negative culture, 
the writer suspected some other source of toxemia. Since peptone is pre- 
sent in partially digested stomach contents, and is highly toxic on intravenous 
injection, it was investigated first. Peptone solution was injected intra- 
peritoneally into dogs and guinea pigs, with no perceptible effect. Knowing 
that histamine was also present in meat and other foods, it was tried next. 
On intraperitoneal injection of a solution of histamine, the animals showed 
typical shock. Further investigation will be necessary along this line. 

The use of gastric suction drainage should be instituted immediately 
if perforated peptic ulcer is diagnosed, and should be continued for several 
days after operation to minimize the peritoneal contamination. Some have 
advocated this without surgery as conservative treatment for peptic ulcer. 
While a few cases with minimal leakage may recover without operation, the 
risk is too great, and the advocates of conservative treatment admit a mor- 
tality of 11.3%, which is much higher than can be obtained by modern 
treatment. Chemotherapy, by combating intraperitoneal, wound, and res- 
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piratory infection, has contributed much to the reduced mortality. Penicil- 
lin should be used routinely and should be supplemented by sulphonamides 
or streptomycin in all late cases. Patients with reduced hemoglobin who 
have been having gross or occult bleeding should be given adequate blood 
transfusion before, during and after operation. 


Malnutrition, due to inadequate food intake because of vomiting or 
restricted diet, is a factor in increasing mortality rate. In a group of 7 
patients at the Hamilton General Hospital who showed a recent weight loss 
of 20 to 40 lb., the mortality was 42%. Of the fatal cases, 30°) had had 
marked weight loss prior to operation. Every effort to fortify these patients 
must be made, giving blood and plasma generously, followed by amino- 
acids, 2000 ce. daily. The operative procedure should be the minimum 
compatible with saving life, namely simple closure with omental graft. 
No patient in obvious shock should be operated upon. Intravenous admin- 
istration of blood and plasma is carried out during the preoperative 
period while diagnosis is being established and preparation for operation 
is made, even though it means deferring operation for an hour or two until 
the patient’s condition is satisfactory. 10 references. 6 tables.—Author’s 
abstract. 


Extension of Carcinoma of the Stomach into the Duodenum and 
Esophagus. M. M. Zinninger, M.D. and William T. Collins, M.D. ,Cincin- 
nati, Ohio. Ann. Surg. 130: 557-66, Sept. 1949. 


Study of the microscopic extension of cancer of the stomach into the 
wall of the viscus and into the duodenum and esophagus was performed, 
using large microscopic sections of resected specimens. The sections were 
sufficiently large to include, in most instances, all of the tumor and the 
tissues adjacent to the limit of the surgical resection, so that in a single 
section the extension of the cancer cells in continuity could be followed. 
Forty-seven specimens were studied as follows: partial gastrectomy 
with duodenum, 34; partial gastrectomy with esophagus, 6; partial gas- 
trectomy with no duodenum or esophagus, 5; total gastrectomy with both 
duodenum and esophagus, 2. Of the 36 cases which included some duode- 
num, 9, or 25°%, showed microscopic invasion of the duodenum by cancer 
cells, although in practically all instances, this was not recognizabl> gross- 
ly. If only the 30 cases in which the primary tumor lay grossly within 5 em. 
of the pylorus are considered, the incidence of extension was 9 cases in 
30, or 30%. The extension varied from several millimeters to 5.5 cm. 
in one instance. It was observed most frequently in the subserosal lym- 
phatics and the muscle and less often in the submucosa. 


Of the 6 cases of cancer of the cardiac end of the stomach, 5 showed 
microscopic extension into the esophagus, although this was evident grossly 
in only 2. Extension was most frequent and also greatest in the submucosa, 
and was found to a lesser extent in the muscle. The longest extension 
observed was 28 mm. to the level of the surgical resection. Extension in 
the wall of the stomach varied through wide limits, and the degree could not 
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be correlated with the gross or microscopic classification of the tumor. 
It occurred most frequently and also most extensively in the submucosal 
lymphatics, and to a lesser extent in subserosa and muscle. In view of 
these findings, it seems advisable to re-affirm the need for a wide margin 
in resecting cancer of the stomach and, in addition, to remove a segment 
of duodenura in all carcinomas of the pyloric end of the stomach and a 
segment of esophagus in lesions of the cardiac end. 6 references. 7 figures. 
2 tables.—Author’s abstract. 


Intragastric Oxycel. R. Robert DeNicola, M.D., Richland, Wash. 
Northwest Med. 48: 541-42, Aug. 1949. 


Absorbable hemostatic agents are finding their place rapidly in modern 
surgery. The three most commonly used, fibrin foam, oxidized cellulose 
and gelatin sponge have been placed in most of the body tissues, and except 
for a few instances of delayed wound healing, they have worked satisfactor- 
ily. It would seem that ideally the material could be used in hollow organs 
where bleeding would be difficult to control and, after serving its purpose, 
the unabsorbed excess would be discharged through a normal orifice. This 
has been found to work as regards the urinary bladder, in the stomach 
and in the case reported in this paper. 


A case is reported of a postgastrectomy complication of bleeding high 
in the gastric pouch. The patient was re-operated on the same evening, 
in shock and under local anesthesia, and because of his poor condition and 
the difficult exposure, a Levin tube, already in the stomach, was pulled out 
through the open anastamosis and packed with oxycel held by ligatures of 
medium silk. This was then pulled up into the stomach remnant and, 
as expected, exerted its hemostatic action. The postoperative period was 
characterized by immediate recovery from shock and cessation of bleeding. 
It is believed that the material, after serving its purpose, was partially 
absorbed and partially passed along through the gastrointestinal tract. It 
is suggested that absorbable hemostatic agents may be used as a conservative 
attempt to control desperate low esophageal, gastric or duodenal bleeding 
in poor operative risks. The question of the difficulty in passing a clothed 
Levin tube, moistened with thrombin, or in feeding the material, might 
well be off-set by the gravity of such emergencies. 1 figure.—Author’s 
abstract. 


The Technic of Abdominothoracic Total Gastrectomy Using the Graham 
Method of Esophagojejunal Anastomosis. Alexander J. A. Campbell, 
M.D., and Stanley Mikal, M.D., Boston, Mass. Rev. Gastroenterol. 16: 
702-07, Sept. 1949. 


A brief history of total gastrectomy is outlined. Three cases in which 
the technic of abdominothoracic total gastrectomy, using the Graham method 
of esophagojejunal anastomosis, are described. With the patient in a left 
lateral position, the abdomen is first opened through a left rectus muscle- 
splitting incision to determine operability of the gastric tumor. Solitary 
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metastatic liver nodule or nodal involvement along the curvatures of the 
stomach do not contraindicate surgery. If the tumor is considered operable, 
the abdominal incision is extended onto the chest along the seventh rib. 
The costal arch is divided and the seventh rib is excised subperiosteally, 
thereby making a common pleuroperitoneal cavity. The diaphragm is 
incised radially. The phrenic nerves are injected with novocaine to im- 
mobilize the diaphragm. The spleen is removed if its pedicle or belly 
is involved with tumor. The stomach is mobilized by dividing gastrohepatic 
and gastrocolic ligaments. After transection of the duodenum, an open 
two-layered anastomosis is made between the esophagus and the distal 
jejunal loop. An enteroenterostomy is made between the afferent and 
efferent jejunal loops. The proximal jejunal loop is overlapped onto the 
distal jejunal loop to peritonealize the esophagus. The chest is closed with 
catheter drainage. 

The use of cautery, carbolized knife or clamps should be avoided in 
performing the anastomosis, and interrupted sutures are preferable to con- 
tinuous sutures. The Graham technic peritonealizes the distal esophagus 
and reinforces the anastomosis with additional bowel wall. Since the 
proximal jejunal loop is obstructed by this procedure, an enteroenterostomy 
is required. 18 references. 4 figures.—Author’s abstract. 


Radical Gastric Resection as Sole Operation for Ulcer and Its 
Immediate Mortality (La resecién gadstrica radical como unico operacién 
anti-ulcerosa y su mortalidad immediata). A Garcia-Baron. Dia. méd. 
21: 1800-01, Aug. 11, 1949. 


From 1930 to 1933, the author used the Reichel-Polya operation for 
treatment of gastric ulcer in 226 cases, employing the radical procedure 
in 82° and gastroenterostomy in 16°;-, with resection and exclusion in 
only 1%. The mortality was 18° . In 1933, he performed his last 
gastroenterostomy for ulcer. From 1934 to 1937, the Billroth I (Haberer 
technic) was used in 195 cases, with radical resection in 99°; and resection 
with exclusion in 1%. The mortality was 5.6°C. From 1939 to 1947, 
the Billroth I operation was employed exclusively in 1,078 cases, with 
radical resection in 99°¢ and resection with exclusion in 1 >. The mor- 
tality was 3.5°>. From 1947 to 1948, the Haberer technic for the Billroth I 
procedure was used with the radical operation in 351 cases, with an operative 
mortality of only 1.7°%. Statistics would seem to refute the contention 
that the Billroth I operation should not be used for duodenal ulcer or 
other juxtacardial ulcers. The author believes that once the Haberer technic 
has been mastered, it yields a minimum mortality rate. The proper technic 
for the individual case must of course, as always, be dependent upon the 
conditions present. 


(For gastric ulcer, the modified Billroth I operation is admirable, 
although I have preferred the Shoemaker modification. It does carry a 
lower mortality in older individuals and poor risk patients. When the 
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duodenum is mobile as is usually the case in gastric ulcer, an adequate 
resection can be carried out. In duodenal ulcer, however, the duodenum 
is usually fixed and immobile and if an adequate (75%) resection of the 
stomach is done, an unsatisfactory anastomosis under tension may result. 
For this reason I prefer, as a rule, the posterior-Polya-Hofmeister type of 
resection for the patient with duodenal ulcer.—J. M. W.) 


Serum Enzyme Changes in Perforated Peptic Ulcer. Henry Wapshaw, 
Western lafirmary, Glasgow, Scotland, Lancet 2: 414-15, Sept. 3, 1949. 
Recognition of acute pancreatitis as a self-limiting disease has made 
the differential diagnosis between it and perforated peptic ulcer more im- 
portant than formerly when early operation was the accepted treatment 
for both conditions. Perforated ulcers can usually be diagnosed easily 


. but, unless an exploratory laparotomy is done, atypical cases are best 


differentiated from acute pancreatitis by one of the tests of pancreatic 
function. 


A series of 30 patients with perforated peptic ulcer located anteriorly 
and not related to the pancreas was divided into 3 groups and the serum- 
enzyme changes studied in each. The first group comprised 13 cases 
studied during the first six hours; the second included 15 cases studied 
between the seventh and twelfth hours, and the third group included 3 cases 
seen later. The diastatic activity of the blood was estimated by the iodo- 
metric technic of Somogyi and the serum lipolytic activity by Cherry and 
Crandall’s modification of the Loewenhardt method. Chemical findings 
with both tests were within normal limits for each of the first group but in 
the second or critical stage, 4 cases showed slightly raised readings. The 
lipase readings also were increased in 2 of these cases but no others. 
One case in the third group gave a normal enzyme reading but the other 2, 
one of fifteen hours’ duration and the other of two days’ duration, showed 
considerably increased readings. 


These results must be compared with those obtained in cases of acute 
pancreatitis in order to appreciate their real significance. It has been 
shown that the greatest increase in the blood’s digestive activity in acute 
pancreatitis occurs during the first few hours, readings steadily declining 
thereafter. Normal levels are reached between the third and seventh days. 
Only 2 cases in this series showed findings that would cause real difficulty 
in diagnosis. Further study of this erect of perforated peptic ulcer is 
required before its cause and frequency can be evaluated properly. 7 
references. 2 tables. 

(By using both the serum amylase determination and the flat x-ray 
plate of the abdomen for sub-diaphragmatic air in doubtful cases, there 
will rarely be difficulty in distinguishing acute pancreatitis from acutely 
perforated peptic ulcer.—J. M. W.) 
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Postoperative Emptying Difficulties Following Gastric Resections. 
Sture Roden, Surgical Military Dept., Karolinska Sjukhuset, Stockholm, 
Sweden. Acta chir. Seandinay. 98: 99-104, July 4, 1949. 

Emptying difficulties frequently follow gastric resections and are 
blamed on various factors such as swelling of the gastroenterostomy as a 
result of stasis, slight infection, irritation of necrotic tissue, etc. Use of 
a continuous suture, especially if through several layers of the wall, limits 
the stretching possibilities of the stoma by length of the suture. Stretching 
of the tissue between individual sutures is possible, however, if interrupted 
sutures are used. 

An endeavor to establish a firm etiologic basis for these emptying 
difficulties was made by using two clinical series of gastric and duodenal 
ulcer cases. The first series comprised 57 cases and the second, 51 cases. 
The same technic was used for all operations except that continuous catgut 
sutures were used in the first series and two rows of interrupted silk sutures 
in the second. 

Vomiting in these cases was defined as a loss of 100 ml. or more 
of gastric contents from vomiting or by loss of fluid through a tube after 
the amount of fluid which had been drunk was removed. Allowing one 
day’s vomiting on account of anesthesia, operative trauma, etc., vomiting 
occurred in 16 cases of the first series and in only 2 cases of the second. 
Age, sex, preoperative and postoperative care appeared to have no influence 
on the result, the only difference being in the sutures. Emptying difficulties 
were twice as common and more persistent in the first series than in the 
second, indicating that the method of suturing is a definite etiologic factor 
in emptying difficulties after gastric resection. 8 references. 1 table. 

(/f Dr. Roden would operate on an additional 100 patients, using 
a continuous silk suture in 50 and interrupted catgut in the other 50 and 
still find the results favor the latter method, his conclusions would be above 
criticism. It is an interesting fact that such postoperative retention is 
rarely seen following use of the posterior-Polya operation or one of its 
modifications at the Mayo Clinic, and one row of continuous catgut is 
routine for the inner suture row, followed by one or two additional rows 
of continuous or interrupted silk, depending on the individual surgeon.— 
J. M. W.) 

(An entirely interrupted anastomosis suture technic has definite ad- 
vantages in entero-anastomosis where small bowel loops are connected, the 
lumen is small, and the chance of hemorrhage is slight. In gastric anasto- 
mosis where the lumen is large and the chance of hemorrhage is great, 
I also prefer an inner row of continuous catgut.—t. H.) 

Post-gastrectomy “Dumping Syndrome” Treated by Section of the 
Vagus Nerves (El “dumping-sindrome” postgastrectomia. Su tratamiento 
por la seccion de los nervios vagus). Norberto M. Stapler. Prensa méd. 
argent. 36: 1761-66, Sept. 9, 1949. 

Following a brief review of the literature on the postgastrectomy 
“dumping syndrome”, the author describes the usual treatments applied 
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in these cases, including fractional meals, a bland diet, concentrated low- 
residue foods, a rest period following each meal and the administration 
of certain drugs. Thus, 25 mg. of ephedrine are given before each meal, 
and 0.5 mg. atropine about one-half hour before ingestion of food. The 
administration of dilute hydrochloric acid (10 drops in 100 cc. of water) 
before meals has also been recommended, but the author feels that, since 
the object of subtotal gastrectomy for ulcer is to achieve a lasting achlor- 
hydria to prevent recurrence, this method should be applied most cautiously 
and only when definitely indicated. An attempt to stimulate the muscular 
tonus of the small intestines may be made by administration of doryl in 
2 mg. tablets one-half to one hour before meals (a daily total of 8 mg.). 
This method resulted in cure after a few weeks in 5 of 6 patients. Also, 
abdominal belts and bandages have been found beneficial when applied 
before a meal and left on for one-half to one hour after meals. 

In one case of subtotal gastrectomy for duodenal ulcer with the post- 
gastrectomy “dumping syndrome”, none of these methods relieved the pa- 
tient, who suffered acute distention following the ing >stion of even half a 
glass of water and was losing weight fast. In this case, a section of both 
vagus nerves was performed. Twenty hours after the operation, the patient 
was able to drink a large cup of tea without distress and he gained 
3 lbs. within a few days. The improvement persisted and a report two 
years later indicated that the patient was in the best of health, suffered no 
more symptoms and had resumed his occupation. The division of these 
nerves diminishes peristalsis of the stomach and proximal small intestine. 
It is suggested that the “dumping syndrome” is probably due to a nervous 
reflex via the parasympathetic system. 11 references. 2 figures. 

(Unfortunately, we have seen the “dumping syndrome” after vagotomy 
and we too hoped that this procedure would relieve these “gastric cripples”. 
It can appear after simple gastro-enterostomy or any type of resection, 
whether Billroth | or 2 or any of the many modifications of these two 
procedures. It appears as a late disabling complication in about one-third 
to 1‘~ of subtotal gastrectomies done by the Hofmeister modification of 
the posterior-Polya. The incidence was less following this technic than 
after the classical posterior-Polya operation.—J. M. W.) 


Massive Hemorrhage From Peptic Ulcer. John H. Bogle, M.D., The 
Brooklyn Hospital, Brooklyn, N. Y. Brooklyn Hosp. J. 7: 41-7, First 
Quarter, 1949. 

Massive hemorrhage from peptic ulcer is a grave problem, requiring 
the exercise of the finest judgment by the clinician. It is emphasized that 
each case be judged and treated on its own merits. Too much reliance on 
statistics as a basis for management is condemned as leading to catastrophes 
that could be avoided. 

Most cases of bleeding peptic ulcer cease to bleed spontaneously or 
under medical treatment. Early operation is not advised in this group. 
Some patients, however, will bleed to death unless they are operated upon. 
These are usually those in whom the ulcerative process has eroded through 
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a large vessel which cannot retract properly because of the pathologic 
conditions in the ulcer. These patients are referred to as suffering from 
“exsanguinating hemorrhage” and should be operated upon early. The 
risk of operation is increased by delay, due to depletion of the patient, 
which is not accurately reflected in the values of the hemoglobin and red 
blood cell count. Early recognition of exsanguinating hemorrhage is facili- 
tated by determining the rate of bleeding, which is the most important 
factor in determining the outcome under medical management. In determin- 
ing this point, the clinical ruling of Dunphy and Hoerr is very valuable: 
if the rate of bleeding is such that a stable circulation cannot be maintained 
with transfusions roughly approximating 1500 cc. of blood per twenty- 
four-hour period, spontaneous cessation of the hemorrhage is unlikely to 
occur, and emergency operation should be done. 


Modern supportive treatment, especially the availability of large 
amounts of blood in blood banks, makes early surgery more feasible than 
in the past. The treatment of severe hemorrhage is essentially a surgical 
problem, and it is the author's belief that cases of massive hemorrhage 
from peptic ulcer should be admitted to the surgical service of a hospital, 
as in the cases of other patients who are potential candidates for emergency 
operation. Internist and surgeon should work as a team in observing and 
treating these patients, and the attitude should be developed that in cases 
of exsanguinating hemorrhage from peptic ulcer, early operation is the 
procedure of choice rather than a method of last resort. 

A case is reported illustrating some of the problems encountered in 
dealing with this condition. Emphasis is made of the point that an operation 
should not begin until an adequate amount of blood, at least 1500 cc. 
is typed, cross-matched and available for immediate use. 


(The decisions to operate and when to operate require mature judgment 
and these, as well as the operation which is usually difficult, should not 
be delegated to the inexperienced. The author’s recommendations are 
sound.— J. M. W.) 


Syndrome of Stasis of Afferent Loop Following Gastric Resection 
(La sindrome da stasis nell’ansa afferente nei resecati gastrici). Diego 
Rodino, Napoli. Riforma med. 63: 625-35, July 9, 1949. 

Following a discussion on the clinical and pathologic aspects of 
postgastrectomy stasis of the afferent loop, it is emphasized that this syn- 
drome is not usually very pronounced and responds to medical treatment. 
Only in exceptional cases with severe and persistent disturbances will a 
derivation operation be indicated, consisting of either jejuno-jejunostomy 
or duodenojejunostomy. The condition may disappear spontaneously in 
some instances. Fluids should be administered to prevent reflux and exa- 
cerbation of the causes of stasis. The patient is instructed to lie on his 
left side or to assume the genupectoral position to facilitate emptying of 
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the intestinal loop. If an atonic condition of the duodenum and afferent 
loop is demonstrated clinically and roentgenologically, drugs such as sodium 
chloride, prostigmine and yohimbine should be administered to stimulate 
intestinal peristalsis. If spastic elements can be demonstrated, antispasmo- 
dics are indicated. In severe cases, infiltration of the splanchnic or splanch- 
nicectomy may be required, if inhibition of the splanchnic cannot be 
accomplished by section of the vagus. In some instances another operation 
will be required. Nine cases are described. 22 references. 4 figures. . 


(This complication is exceedingly rare after the posterior-Polya opera- 
tion or one of its modifications. It occasionally will follow a resection 
made with the jejunum anterior to the colon and may be a factor in 
duodenal stump leakage. Decompression of the stomach with an inlying 
nasal tube will usually relieve the situation. However, a secondary opera- 


iv tion may be necessary and usually jejuno-jejunostomy will be indicated 
: and will be life-saving. Since these disturbances are more often than not 
G3 due to angulation or twists of the loop of jejunum, there is little place 
a for vagotomy or splanchnicectomy in their treatment. In the early days 


sat of gastric surgery, the Balfour operation was developed to guard against 
ie this complication but the originator early pointed out that this technic 
was indicated in resections for cancer but not for peptic ulcer resections 
because side-tracking the alkaline juices predisposed the patient to jejunal 
ulcer.—J. M. W.) 


Medical and Surgical Treatment of Peptic Ulcer. Chester M. Jones, 
Harvard University Medical School, Boston, Mass. Bull. New York Acad. 
Med. 25: 488-504, Aug. 1949. 


This paper discusses the indications for operation in duodenal ulcer 
and in gastric uleer with special reference to the danger of unrecognized 
cancer in the latter. The author considers subtotal gastrectomy the operation 
of choice. 

(1 agree.—J. M. W.) 


Atypical Closure of the Duodenum in Ulcers Presenting Difficulties 
in Resection (La chiusura atipica del duodeno nelle ulcere difficilmente 


resecabili). A. Ciminata. Arch. ital. chir. 71: 306-10, 1949. 


Not infrequently the base of a duodenal ulcer is formed by the pancreas. 
There may be no relation between the size of the ulcer and the extent of 
the fibropancreatic mass. In such cases the anterior wall of the duodenum 
may be sutured to the fibroperipancreatic tissue. This method should help 
to reduce the number of non-resectable duodenal ulcers. 


(This method has been utilized by gastric surgeons for years in dealing 
with posterior wall duodenal ulcers. It permits safe closure and I can 
vouch for its efficacy, having used it frequently during the past twelve 
years.— J. M. W.) 
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30. Small Intestines Ta 
A Case of Typhoid Perforation Treated With A Free Omental Graft 


(Sobre un caso de perforacion tifica tratado con injerto libre de epiplon). 
Guillermo A. R. Santamarina. Dia méd. 21: 1453-56, July-11, 1949. 

A case of typhoid perforation in a boy of 10 years is described in 
detail. As the symptoms were typical on admission, an immediate operation 
was performed, revealing a perforation 15 cm. from the ileocecal angle 
and 1 cm. from the mesenteric border. The -tissues were too friable to 
permit suture. An omental graft was used to close the opening. The 
pouch of Douglas was aspirated and 4 g. of cibazol and 200,000 units of 
penicillin were injected. The abdominal wall was partially closed to pre- 
vent evisceration, and 100,000 units of penicillin were administered every 
three hours, together with fluids and cardiotonics. Streptomycin was ad- 
ministered every six hours, in all, 1 g. in twenty-four hours. Blood trans- 
fusions and plasma were given also. For the first week fluid escaped from 
the wound. The drain was then removed and the leakage soon subsided. 
Following a general review on the treatment of typhoid infections, the 
author suggests that best prospects seem offered by the use of aureomycin. 
Further studies on the effects of this drug are awaited. 


Should Gangrene of the Intestine be Resected? Remarks on the Un- 
solved Problem of Treatment of Intestinal Gangrene (Soll bei Darmbrand 
reseziert werden? Beitrag zu der noch offenen Frage der Behandlung des 
Darmbrandes). E. Borchers and Leo Koslowski, Aachen. Chirurg. 20: 
321-25, July 1949. 

The increased incidence of severe forms of intestinal gangrene in the 
postwar period may be attributed in part to the consumption of high 
residue foods with sharp cellulose particles in association with diminished 
resistance of the intestinal wall. The authors review a number of severe 
cases reported recently, including two fatal cases occurring in uniovular 
twins, and they discuss various etiologic theories. An experimental study 
of the condition is in process. A certain parallelism is noted between the 
pathogenesis of intestinal gangrene and the inflammatory processes with 
diverticula-like protrusions into the intestinal lumen, which run a similar 
course and require similar treatment. From their own experiences and a 
review of the literature, the authors conclude that resection, which has 
given excellent results, constitutes the method of choice. Of 129 recently 
reported cases, 82 were treated by conservative measures, with 25 cures 
and 57 deaths or a mortality of 69.5%. Laparotomy without resection 
was performed in 30 cases, with 10 cures and 20 deaths, or a mortality 
of 66.6°7. In the last group of cases in which resection was performed, 
13 of 17 recovered and 4 died, or only 23.5%. Patients subjected to 
resection rarely develop serious complications and are out of danger within 
a short period after operation. In one patient treated with conservative 
measures, the illness persisted for fifty days and the outcome remained 
doubtful even then. 
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Operation should be performed as soon after diagnosis as possible, 
before any marked invasion of the intestinal wall has occurred. It is 
emphasized that apparently harmless edema may prove a forerunner of 
necrosis. Functional prognosis in patients surviving conservative treatment 
is poor. If resection is performed sufficiently early, a Witzel fistula will 
be unnecessary. The contents of the obstructed portion of the intestine 
can be propelled into the portion to be resected and removed with the 
latter. In cases of general intestinal involvement, successful results may be 
obtained occasionally by removing the most advanced necrotic areas, thus 
affording a chance for recovery of less ser‘ously involved areas. 20 refer- 
ences. 1 table. 


31. Appendix 


See Contents for Related Articles 


32. Colon and Rectum 
See Contents for Related Articles 


33. Intestinal Obstruction 


The Management of Intestinal Obstruction. Herbert R. Hawthorne, 
M.D., and Paul Nemir, Jr., M.D., University of Pennsylvania, Philadelphia, 
Pa. M. Clin. North America 33: 1455-64, Sept. 1949. 

A better understanding of the pathologic factors of intestinal ob- 
struction and earlier treatment has led to a decrease in the mortality rate. 
Decompression of the distended bowel by continuous aspiration, the liberal 
use of blood and plasma and of antibiotic agents, and improved surgical 
procedures are also important. 

The treatment of a non-strangulating intestinal obstruction is: 1) relief 
of the distention; 2) correction of electrolyte imbalance, and 3) intra- 
venous fluids. Close observation of the patient is emphasized. Serial 
survey films of the abdomen, taken at eight and twelve-hour intervals during 
the early period, are used to determine the efficacy of decompressive 
measures. If the response is favorable, conservative treatment may be 
continued. If, however, there is a persistence or increase of colicky pains 
or failure to relieve distention early, operation must be undertaken prompt- 
ly. The problem of an impending or early interference with the circulation 
is indeed difficult to evaluate. When the slightest doubt exists, operation 
is indicated. With strangulation, the longer the delay the more irreversible 
the condition of the patient will become. 8 references. 1 figure.—Author’s 
abstract. 


Chronic Ulcerative Colitis and Carcinoma. Joseph Felsen and William 
Wolarsky, New York, N.Y. Arch. Int. Med. 84: 293-304, Aug. 1949, 

The purpose of this communication is to present data on a series of 
855 cases of chronic ulcerative colitis, with specific reference to the de- 
velopment of pseudopolyposis and carcinoma. A review of the literature 
appears to indicate a growing conviction that carcinoma may develop in 
patients with chronic ulcerative colitis and pseudopolyposis of long stand- 
ing. The reported incidence of such malignant growths varies from 1.2% 


to 7%. 
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A statistical analysis of 855 cases of chronic ulcerative colitis was 
performed. This revealed that 134 (15.7%) exhibited pseudopolyposis. 
All patients were examined repeatedly over considerable periods. In pub- 
lished reports on the development of carcinoma in polyposis, two striking 
features appear: the development of a malignant growth in young persons 
with polyposis; the frequent development of a malignant growth in those 
patients who have had chronic ulcerative colitis for a long time (five years 
or more and nine years or more, in different studies). The authors analyze 
their figures from the standpoint of these two factors. 


The youngest patient was 20 months old and the oldest, 67 years. 
Fifty per cent of patients were in the 20 to 39-year age groups and 42% 
in the 40 to 69-year age groups. Seventy-four patients (55.2) had had 
the disease five years or longer, and 38 patients (28.39%), nine years or 
longer. The extremes were two months and twenty-six years. None of the 
134 patients with polyposis exhibited a malignant tumor in spite of a 
fairly even distribution, both as to age groups and long duration. None of 
the entire group of 855 patients with chronic ulcerative colitis has shown 
evidence of a malignant growth. On the basis of facts presented, it is 
difficult to accept without question the direct relationship of pseudopolyposis 
and chronic ulcerative colitis.—Author’s abstract. 


Fictitious Polyps as Seen in Double-contrast Studies of the Colon. 
R. D. Moreton, C. A. Stevenson and C. W. Yates, Temple, Texas. Radiology 
53: 386-93, Sept. 1949. 


The authors present roentgenograms of colons studied by double- 
contrast method in which shadows resembling true polyps were visualized, 
but were found on later examination either to have disappeared or to be 
eliminated as representing true polyps. 

Reference is made only to those small shadows that necessitate double- 
contrast examination. The shadows in one case were diagnosed as polyps 
in 1942, but re-examination three months later revealed a normal colon. 
The remaining seven cases demonstrated polyp-like shadows which were not 
seen at a re-examination a day or so later. The indications for the double- 
contrast studies were: 1) unexplained anemia; 2) blood in stool: 3) a 
history of polyps: 4) previously-found lesions lacking detail. 

Of the 267 colons studied by the double-contrast method, 23.5°% showed 
fictitious polyps. These shadows were influenced by diet, type of laxative 
administered, and type of lubricant on the enema tip. In a majority of 
instances, the polyp-like shadows could be differentiated from true polyps 
hy changes in size, shape and position, as demonstrated in supine and prone 
projections. In many instances re-examination was the only definite means 
of differentiation. 

Thorough preparation, including adequate purgatien, is emphasized 
prior to examination, and re-examination is recommended for confirmation 
in all suspicious instances. 12 references. 8 figures.—Author’s abstract. 
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Torsion of the Appendices Epiploicae. Philip Ladin, New York, N.Y. 
New York State J. Med. 49: 2168-71, Sept. 15, 1949. 


Torsion of an appendix epiploica causing acute abdominal signs and 
symptoms is apparently rare, as judged by the scarcity of cases reported in 
the literature. Only 68 cases have been reported to the present time. 
This paper reports 5 more. The appendices undergo a variety of pathologic 
changes besides torsion; e.g., inflammatory changes, calcification and forma- 
tion of loose bodies, and incarceration in a hernial sac. It has been 
suggested that the appendices act as bumpers for the empty colon, that they 
have absorptive powers and that they act as a protective space for redundant 
blood vessels when the colon is collapsed. They may also act as a seal 
in case of infection or perforation. The signs and symptoms of torsion 
are not characteristic, and these cases have been diagnosed as almost any- 
thing that may cause acute abdominal symptoms. Usually there was a long 
history with relatively mild physical findings. If, at operation, the expected 
pathologic changes are not found, and especially if serosanguinous fluid 
is present in the abdomen, the entire colon should be examined. Diverticula 
may be present in or perforate into these appendages and therefore they 
should be examined carefully before removal. This condition should be 
added to the list of pathologic conditions sought at operation when the 
appendix appears to be innocent, since it is probably more common than 
the reported cases would indicate. 15 references.—Author’s abstract. 


The Role of the Peritoneal Reflection in the Prognosis of Carcinoma 
of the Rectum and Sigmoid Colon. John W. Kirklin, Malcolm B. Dockerty 
and John M. Waugh, Mayo Clinic, Rochester, Minn. Surg. Gyn. & Obst. 
8: 326-31, March 1949. 


A series of 131 gross specimens of adenocarcinoma of the rectum, 
rectosigmoid and lower part of the sigmoid colon was studied in an effort 
to determine the prognostic value of tumor location with relation to the 
level of reflection of the pelvic peritoneum from the wall of the bowel. 
All cases were operated upon by the combined abdominoperineal method. 
Specimens were selected on the following basis: 1) iesions located com- 
pletely above or below the level of peritoneal reflection; 2) lower edge of 
the lesion at least 2 cm. away from the anal margin as measured in the 
fixed specimen; 3) the lesion must have been the only cancer in the 
specimen; 4) the gross specimen must be sufficiently large to permit the 
peritoneal reflection to be properly identified, to enable measurement of 
the distance between the anal margin and lower end of the lesion, and 
to permit selection of tissue from the lesion and regional lymph nodes for 
microscopic examination. Adenomatous polyps were not considered as 
cancer. The size of the tumor and its position with respect to the level of 
peritoneal reflection and anal margin were noted. Each specimen was then 
dissected carefully for involved lymph nodes, any found being carefully 
removed and placed in 10% formalin solution. These specimens were 
later sectioned, stained and examined microscopically for metastases. 
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The most deeply ulcerated part of the primary tumor was sectioned 
to determine whether the perirectal fat had become involved or the serosa 
penetrated. Sections were made from the deepest part of the growth, 
all areas of apparent subserosal or serosal infiltration, and from any area 
of perirectal spread, placed in 10% formalin solution, sectioned, stained, 
examined by Broder’s method to confirm the grading, and typed by a 
modified Duke’s method. Microscopic evidence of actual serosal penetra- 
tion was sought, rather than subserosal infiltration. The typing classification 
employed was: type A, lesion limited to the mucosa; type B,, extending 
into but not penetrating through the muscularis propria; type B., penetration 
through the muscularis propria; type C, lesion of either B, or B, types 
with lymph node involvement. 

The cases were then grouped into those above and those below the 
level of peritoneal reflection and compared. It was found that 54.4% of 
patients with lesions above the peritoneal reflection survived operation five 
years or more but only 50.4% of those below that level survived for that 
period. This difference is not considered significant. Cases with lesions 
above and below the peritoneal reflection are therefore believed equally 
comparable from the prognostic viewpoint. This was confirmed by the 
type findings. Comparisons based upon the distance between the growth 
and the anal margin showed no essential difference in the five-year survival 
rate. This factor could therefore be disregarded. The method of lymphatic 
spread is extremely important in choice of operation but need not be 
considered in statistical comparisons because it is practically constant for 
lesions in the same location. 

These studies show that location of the lesion with regard to the level 
of peritoneal reflection may be disregarded in both statistical comparisons 
and selection of an operative procedure. 15 references. 3 tables. 2 figures. 


34. Anus 


See Contents for Related Articles 


35. Liver and Biliary Tract 


References to Current Articles 


Congenital Absence of the Gallbladder (Ausencia congenita de la 
vesicula biliar). Guillermo F. Cottini. Prensa méd. argent. 36: 1792-96, 
Sept. 9, 1949. 


The Symptoms of Cholecystitis. Nathan A. Womack, M.D., lowa City, 
Jowa. Minnesota Med. 32: 709-14, July 1949. 

The relationship between the vagal and sympathetic nerve supply to 
the gallbladder and biliary tract and the origin of the symptoms of cholecys- 
titis are discussed, and evidence is presented to show that there is morpholo- 
gic damage to branches of these two main divisions of the nerve supply 
in patients with gallbladder disease. This damage is the result of a 
sclerosing inflammatory process originally chemical in origin but often 
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modified by secondary bacterial invasion. When cholecystectomy is per- 
formed, these damaged nerve trunks are removed. 10 references. 2 figures. 
—Author’s abstract. 


Clinical Study of the Diuretic and Choleretic Effect of a New Synthetic 
Sulfur Derivative (Estudio clinico sobre la accion duretica y coleretica 
de un nuevo derivado azufrado de sintesis). A. J. Bengolea and Alfredo 
Negri. Prensa méd. argent. 36: 1659-61, Aug. 26, 1949. 


A new synthetic sulfur derivative, the tritioparametoxyphenyl propene, 
is insoluble in water but soluble in alcohol, and contains 40°. of organic 
sulfur in each molecule. The drug has a marked choleretic and diuretic 
effect and markedly stimulates hepatic cellular activity. It can be admin- 
istered orally, is well tolerated and its toxicity is almost nil. The dose 
for adults is 4 eg. daily, or 0.5 mg. per Kg. of body weight. Excellent 
results reported by French writers encouraged the present authors to study 
the effect of the drug in 20 patients with surgical biliary fistula, a few days 
after operation. Sixteen of the patients responded with an increased bile 
secretion, amounting in some instances up to 70°. One patient showed 
no change in the biliary output and in 3 cases the output was diminished. 
In all but 2 of the cases, cholesterol excretion was increased, indicating 
an increase in hepatic function. Diuresis was increased in almost all cases, 
in some up to 100%. The authors conclude that this drug should be of 
great value in the treatment of hepatobiliary disease. 


(Has this sulfur derivative any advantage over Decholin? I can see 
none.—A. 0. W.) 


36. Pancreas 


On Acute Pancreatic Affections Following Gastric Resection for Ulcer 
or Cancer and the Possibilities of Avoiding Them. Erik Millbourn, Surgical 
University Clinic, Lund, Sweden. Acta chir. Scandinav. 98: 1-21, April 30, 
1949. 


Acute pancreatic complications occur postoperatively in at least 10% 
of gastric resections. Injury of the pancreatic duct during mobilization of 
the duodenum is an important etiologic factor which is frequently over- 
looked or disregarded. In 10% of cases, the duct of Santorini is the main 
or only efferent channel of the pancreatic parenchyma. It always terminates 
at the lesser papilla and is especially susceptible to injury because of its 
course ventrally in the head of the pancreas. No abnormal developments 
occur if the ligature holds as the pancreatic secretion passes out through 
the duct of Wirsung. 


If possible, it is extremely important to avoid injury to the pancreas 
during gastric resection. Duodenal mobilization should be done with an 
open stump, positions of the greater and lesser papillae being definitely 
determined by a palpating finger in the duodenum. If the ulcer penetrates 
to the pancreas, the gastric and duodenal wall should be incised by a 
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peripheral incision encircling the ulcer, any edges of mucous membrane 
left on the pancreas then being readily excised. If some pancreatic tissue 
must be resected, effort should be made to avoid injury to the duct. It is 
sometimes impossible to avoid injuring the principal duct however, so that 
any pancreatic resection is best done transversely, the ducts being ligated 
separately and the stumps closed with interlocking mattress sutures of non- 
absorbable material. Whether or not an injured duct of Santorini is the 
chief or only efferent channel from the pancreas may be indicated by 
injecting salt solution colored with methylene blue into the injured duct 
toward the tail of the pancreas. Discharge of the fluid through the papilla 
of Vater indicates that there is a functioning anastomosis in the Wirsung 
system and the divided duct may be safely ligated. An ulcer base left on 
the pancreas should be examined carefully to be sure that a pancreatic duct 
does not end in it. 

In mobilizing the duodenum, the descending portion should first be 
mobilized by Kocher’s method, an opening then made between the greater 
curvature of the stomach and the transverse colon, and the necessity for a 
Billroth 1 or 2 resection or a resection for exclusion determined. The 
duodenum is opened anteriorly, the ulcer, greater and lesser papillae pal- 
pated and the possibility of separating the duodenum from the pancreas 
without injury to the duct determined. A space of at least 3 cm. must be 
left between the great papilla and line of detachment of the duodenum from 
pancreatic tissue to avoid injuring the duct of Santorini. 37 references. 
4 tables. 10 figures. 


Carcinoma of the Pancreas, a Clinical and Pathologic Study of Sev- 
enty-five Cases. Aaron Arkin and S. W. Weisberg, Chicago, Ill. Gastro- 
enterology 13: 118-26, Aug. 1949, 


Carcinoma of the pancreas accounts for 6° of abdominal cancers. 
An early diagnosis has become more important with the recent advances in 
surgical treatment of these tumors. The possibility of carcinoma of the 
pancreas must be considered in all patients with abdominal pain associated 
with a rapid progressive weight loss, with or without jaundice. In the 
absence of jaundice, the diagnosis is more difficult, and it is necessary to 
depend upon a careful history of the type of pain, weight loss, x-ray findings, 
a palpable mass, disturbance of sugar metabolism, blood lipase and amvyl- 
ose studies. Carcinoma of the pancreas frequently occurs in the body 
and tail of this organ. In this series of 75 cases, 36 originated with body 
and tail and 2 in aberrant pancreatic tissue. In the 37 cases of cancer of 
the head of the pancreas, there were 6 without jaundice. Pain and 
rapid weight loss are present in 80 to 90° of all cases. Pain was present 
in 56 of the 65 cases in which a history was obtainable. It was abdominal 
in 37, epigastric in 18, lumbar in 15, abdominal and lumbar in 14 and 
thoracic in 4 cases. The chief clinical findings were a palpable liver 
(65°. ). palpable tumor mass (45‘, ), palpable gall bladder (33°) and 
ascites (25%). A careful x-ray study yielded valuable aid in 40%. 
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Necropsy examination revealed liver metastasis in 70%, abdominal lymph 
nodes in 56%, lungs in 20%, peritoneum in 20% and adrenals in 16%. 
5 references. 8 tables.—Author’s abstract. 


Nonsurgical Biliary Drainage for Acute Pancreatitis. Two Case 
Reports. Meyer O. Cantor, M.D. and Warren W. Babcock, M.D., Detroit, 
Mich. J. Michigan M: Soc. 48: 860-63, 870, July 1949. 


The authors have found that, by the use of a Cantor tube when the 
tube head reached the duodenojejunal flexure, the holes for decompression 
came to lie in the second and third portions of the duodenum. The lumen 
of this tube being 18 Fr. and the holes being of large size, continuous suction 
empties completely the second portion of the duodenum at the site of the 
duodenal papilla. The second and third portions of the duodenum can be 
kept empty and a very low pressure maintained. By maintaining a low or 
negative pressure within the second portion of the duodenum, the following 
five-pronged attack upon the acute pancreatitis would be added to our 
armamentarium: 1) the duodenum would be kept dry. This would pre- 
vent duodenal edema which could increase the blockage at the papilla. 
Stasis of infected bile and duodenal contents bathing the opening of the 
common bile and pancreatic ducts would be prevented; 2) all gastric acid 
would be immediately suctioned out so that there would be no possibility 
of spasm of the sphincter of Oddi from this source; 3) by creating a low 
or negative pressure within the second portion of the duodenum, there would 
be a mild suctioning effect upon the combined pancreaticobiliary ductal 
system that opens into it; 4) the development of adynamic ileus would be 
prevented by our continuous suction; 5) any possibility of duodenal con- 
tents being forced into the independently opening pancreatic ducts would 
he removed. This form of treatment resulted in a prompt subsidence of the 
acute process in four cases of acute pancreatitis. 8 references. 1 figure.— 

Author’s abstract. 


. 
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38. Genitourinary Surgery 


On the Course of Healing of Subcutaneous Renal Rupture and So- 
called Traumatic Nephritis. Per-Hugo Ekdahl and Yngve Oleson, Hospital 
of Kristianstad, Sweden. Acta chir. Seandinay. 98: 142-51, July 4, 1949. 


Unilateral subcutaneous rupture of the kidney is discussed and two 
illustrative cases are presented. It is generally agreed that parenchymal 
focal lesions occur without specific glomerular or tubular localization. 
The nephritis indicated by the appearance of albumin, white cells and, 
occasionally, granular casts in the urine usually disappears with clinical 
renal healing. Intravenous urography and retrograde pyelography are 
valuable for diagnosis, although the former is of little use with patients 
in shock. It should be done as soon as the patient has recovered from shock 
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however, as it may exclude renal rupture. Retrograde pyelography should 
be used after repeated intravenous urographies fail to show any secretion 
on the injured side. Extent of renal injury and of renal pelvic and capsule 
perforations can be estimated as soon as urinary secretion is functioning, 
no secretion after some time indicating a grave parenchymal lesion. 

Examination a week or more after injury may reveal a wound cavity of 
variable size filled with contrast medium. Filled fissures may extend from 
this cavity to the renal capsule. In case of rupture, the contrast fluid flows 
out around the kidney, the wound cavity gradually decreases, the margins 
become more distinct and the peripheral calices in the rupture regenerate. 

Management of cases of renal rupture may be conservative or radical. 
The former may be used in quite extensive ruptures, however. Surgical 
sequels of renal rupture include calcified blood cysts with impaired renal 
function and cicatricial healing of the pelvis, with consequent hydrone- 
phrosis. Post-traumatic renal calculi have also been reported, the nucleus 
of the calculus being a blood clot. Post-traumatic nephritis or nephrosis 
is another specific sequel in which patients have albumin, red and white 
blood cells and occasional granular casts in the urine for a year after 
rupture, without showing other signs of nephritis. This is considered to be 
a focal aseptic interstitial nephritis. Animal experiments have also indi- 
cated that focal changes sometimes follow renal injury, become necrotic and 
heal with interstitial scarification. A primary anuria or oliguria may 
follow renal rupture and be caused by shock or a reflex traumatic hematuria. 
20 references. 7 figures. 


Androgen-Control Therapy in Carcinoma of Prostate. H. Miiller, 
Leyden, Holland. Arch. chirurg. Neerlandicum 1: 77-88, Fasc. 1, 1949. 


Orchidectomy and androgen therapy cannot be called “cures” because 
there are invariable recurrences or carcinoma of the prostate after this 
treatment. Although androgen-control therapy is considered a_ palliative 
measure by some, excellent results in prolonging life and relieving pain 
have been obtained. Presence of a stony, hard nodular prostate renders 
diagnosis easy, but in many cases there are diagnostic difficulties which 
delay operation to the point where radical or total prostatectomy is seldom 
feasible. Three possible methods of treatment are: 1) removal of the organ 
producing androgenic hormone, or roentgen irradiation to reduce hormone 
production; 2) use of estrogens to decrease androgenic hormone production, 
and 3) a combination of both. Even with combined therapy, recurrences 
are frequent, possibly because androgenic hormone is only temporarily 
inhibited, or that cancer cells cease to depend on androgenic hormone. 

In the first case presented, the patient had widespread metastases in 
the pelvis, thorax, and femora. Resection had been performed five years 
prior to this admision. He was given 5 mg. intramuscular Cyren B daily 
for a period of six weeks. Gradual improvement continued over a period 
of eighty days. The stilbestrol was reduced to 5 mg. three times weekly, 
and then to 5 mg. twice a week. Symptoms improved, but the sedimentation 
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rate and acid phosphatase level rose after seven months, and stilbestrol was 
increased to 10 mg. daily. The sedimentation rate and phosphatase level 
returned to normal, but rose again within a few weeks, with pain under the 
costal margin. Castration was then performed when x-ray showed increased 
osteoclasis, and stilbestrol was reduced to 1 mg. 

Following castration, the sedimentation rate and phosphatase level 
remained normal for one year, and bone metastases had reduced. Several 
months later, symptoms recurred and irradiation of the pituitary (1500 r 
to both sides) was instituted, with excellent results. Two and a half years 
from the beginning of treatment, all values were normal. 

In the second case, x-ray showed metastases in the pelvis. Castration 
was performed, and | mg. stilbestrol was administered. The sedimentation 
rate and alkaline phosphatase level dropped, and two years later the patient 
was still in good general physical condition. The third patient had had a 
suprapubic prostatectomy two years prior to admission. Castration was 
followed by the disappearance of pain in the left leg, but the sedimentation 
rate and alkaline phosphatase level did not fall. Five months later the 
pain reappeared. Increased dosage of stilbestrol and irradiation of the 
pelvis did not check the rise of sedimentation rate and alkaline phosphatase 
level. The patient died two years after castration. These two cases indicate 
that the sedimentation and alkaline phosphatase are more reliable criteria 
than the acid phosphatase level. 

The recommended treatment is: 1) 5 to 10 mg. daily of stilbestrol for 
carcinoma without pain; 2) castration and stilbestrol, 1 to 3 mg. daily (and 
up to 20 mg. daily) for carcinoma with metastasis pains; 3) increase in 
stilbestrol and roentgen irradiation for recurrence, and possible irradiation 
of pituitary; 4) transurethral resection for obstructive phenomena not 
quickly amenable to treatment, and 5) bi-monthly and monthly follow-up 
of phosphatase level and sedimentation rate so that increased dosage of 
stilbestrol and/or castration can be planned early. 28 references. 


Missile Injuries of the Urethra. D. S. Poole-Wilson, Manchester, 
England. Brit. J. Surg. 36: 364-76, April 1949. 


Observations upon 53 patients suffering from missile injuries of the 
urethra are presented. Suprapubic cystostomy should always be done as the 
primary treatment to provide bladder drainage. It is usually placed well 
above the pubis and a Malecot catheter is brought out along an oblique tract. 
The indwelling urethral catheter may be used as a urethral splint but not 
otherwise. Practically no trouble occurred from blockage or displacement 
of the catheter and there was little leakage or subsequent extravasation. 
Routine sulfonamide treatment helped keep the urine sterile. 

Exact localization of foreign bodies in the pelvis is often dificult, 
but essential to avoid unnecessary trauma, and usually can be done by 
stereoscopic pictures with little disturbance of the patient. Almost all 
perineal wounds were closed by delayed primary suture, using penicillin 
parenterally and by irrigation. Partial rupture of the penile urethra usually 
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was caused by small missiles. Partial urethral continuity could be demon- 
strated by careful manipulation and passing a catheter. No treatment 
except the occasional passage of a sound was given after urethral continuity 
had been demonstrated. Complete penile urethral ruptures and traumatic 
amputations of the penis require prompt plastic surgery and frequently 
need immediate grafting. Complete urethral unity and normal micturition 
is obtained in most cases. 


Partial ruptures of the bulbous urethra healed readily after removal 
of the foreign body and delayed primary suture. Complete ruptures usually 
were repaired by mobilizing and suturing together the ends of the urethra, 
apposition being maintained by use of interrupted plain 6-0 catgut sutures 
completely encircling the urethra. An indwelling catheter may be useful 
while suturing the ends of the urethra together but should then be withdrawn. 

Ruptures of the posterior urethra may involve the bladder neck, body 
of the prostate, or membranous urethra. An indwelling urethral catheter is 
necessary in these injuries, chiefly as a splint but also to aid in estimating 
the exact extent of the wound and to prevent stricture formation in the 
membranous urethra. A small-size catheter is used to permit drainage 
around it down the urethra. It is held in place by a stitch passed near the 
tip, brought out near the suprapubic Malecot catheter, and tied to a piece 
of rubber tubing on the abdominal wall. The indwelling catheter is also 
useful for penicillin irrigation and is left in place for two weeks. 

After-treatment is especially important in these cases. The suprapubic 
tubes are washed out daily and changed if any sign of obstruction appears. 
Large perineal dressings are necessary to keep perineal wounds uninfected. 
Suprapubie drainage should be continued until all perineal and urethral 
wounds are definitely healed. The suprapubic catheter is removed and the 
suprapubic wound is allowed to heal only after all perineal and penile 
wounds remain absolutely dry for twenty-four hours after normal micturi- 
tion is restored. Adequate treatment enables restoration of normal urinary 
function in almost all cases of missile injuries of the urethra. 11 tables. 
11] figures. = 


Metastases in Bone Marrow and Myelophthisic Anemia from Carcinoma 
of the Prostate. R.W.Rundles, M.D. and U. Jonsson, M.D., Durham, N. C. 
Am. J. M. Se. 218: 241-50, Sept. 1949. 


Tumor cells were demonstrated in films made from aspirated sternal 
or iliac bone marrow in 17 of 30 patients with carcinoma of the prostate 
gland. Tumor cells are recognized in bone marrow as “foreign” cells, 
morphologically unlike any found normally in the marrow and unlike any 
derived from the hemopoietic tissues in different pathologic states. They 
tend to adhere together in small or large clumps in films in which other 
marrow cells are well spread. 

Twenty-one of the 30 patients with carcinoma of the prostate had x-ray 
or pathologic evidence of metastases. Implantation appeared to occur 
primarily in the hemopoietic rather than in the osseus tissues. Anemia in the 
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absence of azotemia occurred only in those who had metastases. Gross 
infiltration of bone marrow was associated with severe anemia. Immature 
granulocytes and nucleated red blood cells were found in the circulating 
blood in individuals whose hemoglobin was reduced 7.5 Gm. or below. 
Following castration and estrogen therapy, the anemia regressed in most 
instances and the amount of tumor tissue demonstrable in aspirated bone 
marrow decreased. Anemia became more severe in those who responded 
poorly to treatment as progressive replacement of the marrow developed. 
25 references. 2 figures. 2 tables.—Author’s abstract. 


A New Uretero-enterostomy. G. C. Thomson, Johannesburg, South 


Africa. Brit. J. Surg. 37: 90-1, July 1949. 7 


The operation is done under spinal anaesthesia with the patient in 
partial lithotomy and rather full Trendelenberg. The sigmoid colon and 
ureters are exposed in the usual way, and a single gutter is prepared through 
the anterior longitudinal muscle of the large bowel. Into this the ureters 
are drawn and fixed, one above the other. Each is then straddled by a 
copper wire hairpin, the ends of which are directed through a sigmoidoscope 
where they are twisted and covered by insulating tubing. The ureters are 
then buried and peritonized, one stay suture controlling the wire loop. 
About the seventh day the diathermy machine is brought to the patient’s bed- 
side and either ureter is severed. When function is established, the remain- 
ing ureter is divided. It is claimed that the method is relatively safe and 
entails only one major procedure. 2 figures.—Author’s abstract. 


(1 would say, “no”. The operation is not new. It was done by 
Brenizer and by Poth separately in 1935, and eventually abandoned. When 
the current was applied there was sufficient burning within the wall of 
ureter and bowel to cause subsequent contracture and hydronephrosis.— 
H. J. J.) 


Experience and Results in Total Perineal Prostatectomy for Carcinoma 
of the Prostate. George Gilbert Smith, M.D., Massachusetts General Hos- 
pital, Boston, Mass. Pennsylvania M. J. 52: 817-21, May 1949. 


In the selection of patients for total perineal prostatectomy, the author 
considers two groups of criteria. One concerns the general operability of 
the patient, the other the extent of the carcinoma. Smith believes that in 
men over 75 years of age, hormonal treatment will, as a rule, give as many 
years of life as total prostatectomy. Extension of the growth outside the 
prostate and vesicles contraindicates the radical operation. Invasion of one 
or both vesicles makes the prognosis less good; every effort should be made 
to remove both vesicles entirely even if they are not indurated. 

The diagnosis of early cases of prostatic carcinoma may _ be 
difficult. The author doubts the accuracy of needle biopsy, and in his 
experience even biopsy examination on tissue removed through a perineal 
incision may be in error in 10 to 15%. He advises repeated rectal examina- 
tion in suspected cases. “When the diagnosis of malignancy becomes a 
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probability instead of a possibility, operation should be advised.” The not- 
infrequent development of carcinoma in prostatic tissue not removed by the 
conservative operations has led the author to remove the entire prostate in 
a number of cases in which the gland was presumably benign. 

The technic of the radical operation is described briefly and the 
results in 95 patients are given. Forty-five have died of cancer; in 33% 
of these, the vesicles were known to be involved. Fifteen of this group 
lived over five years, 3 over ten years. In 13, paraplegia due to spinal 
metastases developed. Fourteen died of other causes, without evidence 
of recurrence. Five are living but with recurrence four, seven, eight, ten 
and twelve years after operation. Twenty-five are living, with no evidence 
of recurrence, 15 over five years, 4 over ten years. One has lived nineteen 
years since operation. The operative mortality of the operation is not 
excessive. In this series of 95 cases, it was 6.3%, but there has been only 
one death in the last 52 patients operated upon (due to a massive pulmonary 
embolus). Urinary control has been satisfactory in 90%. 

The possibility of stimulating latent prostatic malignancy by the use 
of testosterone is suggested. 4 references. 2 tables. 2 figures.—Author’s 
abstract. 


39. Gynecologic Surgery 


| Functional Conditions of the Urinary Tract Following Radical Opera- 
tion for Carcinoma of the Cervix (Das funktionelle Verhalten des Harnap- 
parates nach Radikaloperation des Collum-Karzinoms). G. Halter and K. 
Richter, Linz. Wien. med. Wschr. 99: 278-82, June 25, 1949. 


Contrary to expectations, cystographic, cystoscopic and direct deter- 
minations of the function of the detrusor muscle following radical operation 
for carcinoma of the cervix revealed an increased tonus associated with an 
initially diminished capacity of the bladder. Suggesting that the roent- 
genographically apparent increase in capacity is due to loss of supportive 
tissue, and that opposite results noted following radical operation for 
carcinoma of the rectum are due to sacral resection of all fibers of the 
pelvic nerve, the authors believe that failure to resect all of these fibers 
explains the described condition of the detrusor. Since the postoperative 
retention must, therefore, be attributed to a hypertonic dysfunction of the 
detrusor rather than to flaccid paralysis of the bladder, as hitherto assumed, 
attempts to relieve sequelae by increasing tonus must be futile. As 
peripheral automatism develops, the symptoms of dysfunction subside. 

(This article does not clarify at all the conflicting data and our lack 
of knowledge concerning the innervation of the bladder.—a. w. B.) 


Vault-suspension. Humphrey G. E. Arthure, M.D., London, England. 
Proc. Roy. Soc. Med. 42: 388-90, June 1949. 


This paper describes a new surgical procedure for the treatment of 
I 

vault prolapse. For many years it has been taught that the pelvic dia- 

phragm, formed by the levator ani muscles, actively supports the pelvic 
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viscera, a misconception which has greatly influenced the surgical treat- 
ment of genital prolapse. It is well known that prolapse may never occur 
in a patient with a complete perineal tear, which markedly widens the 
aperture between the levatores; it may occasionally occur in a nulliparous 
patient with a normal pelvic diaphragm. 


In the surgical treatment of uterine prolapse it is obvious that hysterec- 
tomy alone, with or without removal of the cervix, cannot cure the prolapse, 
and the term vault prolapse is therefore used in order to include those 
cases in which the uterus has already been removed. Although cystocele 
and rectocele are cured readily by vaginal plastic operations, early gyneco- 
logic surgeons relied on fixation of the uterus to the abdominal wall in 
vault prolapse, an operation which has now fallen into disrepute. The 
first great advance in the treatment of vault prolapse was the Manchester 
operation, which is entirely satisfactory in first and second degrees of 
prolapse; however, in procidentia, the cervical stump remains at the intro- 
itus after the key sutures have been tied, and therefore a well-done per- 
ineorrhaphy is advocated to conceal the residual laxity of the vault. The 
Mayo operation gives good results, but may be followed by enterocele. 


Fixation of the cervix or vaginal vault to the round ligaments is often 
practised after abdominal hysterectomy, but is inadequate when prolapse is 
present, and in such cases fixation to the abdominal wall occasionally 
has been carried out. A sling of external oblique aponeurosis has been 
used most successfully to suspend the bladder neck in the Millin-Read 
operation for stress incontinence, and this has suggested a similar technic 
for procidentia. After total or sub-total hysterectomy, fascial strips are 
passed retroperitoneally into the pelvis with a round ligament forceps, 
where they are sutured with a fascia needle to the cervix or vaginal vault; 
the free end of each fascial strip is then withdrawn and sutured to its 
point of origin. This forms a double sling supporting the vault at or 
slightly above its normal position in the pelvis. The pouch of Douglas 
must then be obliterated to prevent the development of an enterocele. 


This operation, which I have called vault-suspension, is less likely to 
be followed by sepsis or urinary complications than vaginal procedures, and 
the use of fascial strips is more likely to produce a satisfactory and 
permanent result than the use of the normal supporting ligaments when 
these have become atrophic. Further experience will show whether this 
operation of vault-suspension is indeed a satisfactory and worthy operation 
for procidentia. It is not advocated for lesser degrees of vault prolapse, 
for which the Manchester operation remains the operation of choice. 8 
references. 1 table.—Author’s abstract. 


(Most cases of uterine prolapse are cured by a properly performed 
vaginal hysterectomy with anterior and posterior colporrhaphy, as indi- 
cated.— A. W. B.) 
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40. Vascular Surgery 


The Study of Peripheral Vascular Disease with Radioactive Isotopes. 
F. W. Cooper, Jr., Daniel C. Elkin, Patrick C. Shea, Jr., and E. W. 
Dennis, Atlanta, Ga. Surg., Gynec. & Obstet. 88: 711-18, June 1949. 


In a previous report, Part I, two methods for the use of radioactive 
sodium 24 in the investigation of circulatory physiology of the extremities 
were compared and discussed. The electronic apparatus used for these 
studies was described in detail, and the results of one of the study methods 
were evaluated. This paper is concerned with an evaluation of the results 
of the second method. In certain instances, drugs have been administered 
or other measures have been carried out which are believed to enhance the 
circulation, and their influence on the mobilization of the sodium is deter- 
mined. These observations are to be reported later. 

A sterile solution of radioactive sodium chloride, 10 microcuries of 
the isotope in 0.2 cc. of solution, is injected into the muscle of the extremity. 
The presence of the sodium chloride in the muscle is recorded automatically 
by an electromechanical device. As the salt solution is mobilized into the 
vascular channels and is removed from the part, its decrease in the muscle 
is detected. If the rate of disappearance is plotted on semilogarithmic 
paper, a linear expression of the disappearance rate is obtained. This can 
be converted into numerical terms by the equation: 

r_log C,-log C, 
4343 (T.-T, 
C, counting rate at time T, 
C.=counting rate at time T, 


Many factors control the rate and volume of blood flow to the 
extremities, such as the emotional tone of the patient, activity of the part, 
temperature of the environment, presence of edema or infection. Even 
though a constantly controlled temperature room is used, and the patient is 
observed under basal conditions, only a few of the variables can be eliminat- 
ed. However, in the study of 57 normal individuals and 102 patients 
with peripheral vascular disease, curves representing the rate of disappear- 
ance of the sodium from the muscle formed statistically accurate patterns, 
Representative groups of patients are presented. 

The patients with thrombophlebitis were the most difficult to evaluate. 
The sodium mobilized more rapidly with the extremity elevated if no 
arterial insufficiency was present. In this position, however, sodium removal 
was below normal in the edematous extremity and was always less in 
the affected extremity than in the opposite or normal extremity. The 
higher the skin surface temperature, the more rapid the removal. The 
greater the degree of edema of the calf muscles, the greater was the retention 
of sodium. Even if the extremity had become elephantine in proportion due 
to an old chronic venous and lymphatic obstruction, with extensive fibrosis 
in the subeutaneous region, the mobilization rate of sodium chloride from 
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the muscle was frequently equal to that in the uninvolved extremity. This 
was interpreted as indicating that the edema was confined largely to sub- 
cutaneous tissues. 

In individuals of high emotional tone with hypertension, or patients 
with hyperthyroidism, the mobilization of sodium from the muscle was 
uniformly increased. If hyperemia of the extremity was produced by 
application and removal of a tourniquet, the mobilization of sodium was 
initially inhibited and then precipitously and abnormally increased. 

Patients with obliterative arterial disease and lesser degrees of vasos- 
pastic phenomena repeatedly produced the most constant pattern of sodium 
removal. It is believed that in this group particularly, less error would 
be encountered in the evaluation of specific measures of therapy or opera- 
tive procedures.—Author’s abstract. 


Injuries of Peripheral Vessels. Paul D. Abramson, M.D., Shreve- 
port, La. New Orleans M. & S. J. 102: 3-10, July 1949. 


Isolated injuries of major vessels are not particularly common in 
civilian life, although often enough, serious extremity injuries have a 
complicating factor of impaired circulation. In War II statistics, the 
incidence of primary major vessel injury is estimated to have been about 
1.4%. 

Injuries of the peripheral vessels are either non-penetrating or pene- 
trating. Non-penetrating injuries include. concussion, contusion, and cold 
injury, while penetrating injuries include complete severance of an artery, 
“false” aneurysm and arteriovenous fistula. Three basic principles in the 
management of peripheral vascular injuries are: 1) trauma is more serious 
if a vascular lesion pre-exists; 2) gangrene develops whenever there is a 
discrepancy between tissue demands and blood supply, and 3) vasospasm 
is an invariable accompaniment of vascular injury. In penetrating wounds 
in which a main artery is severed, the purpose of treatment is two-fold: 
1) control hemorrhage, combat shock, prevent infection, and 2) preserving 
or increasing the blood supply. False aneurysm has two dangers: it may 
rupture to the outside or it may enlarge and compress collaterals and 
nerves. It should be corrected as early as possible. An arteriovenous 
fistula has local, peripheral and systemic effects but its correction can 
usually await the development of adequate collaterals. 74 references. 
1 figure.—Author’s abstract. 


41. Arteries 


Surgical Treatment of Insidious Thrombosis of the Aorta.  Re- 
port of Ten Cases. Daniel C. Elkin, M.D., and Frederick W. Cooper, Jr., 
W.D., Emory University, Ga. Ann. Surg. 130: 417-27, Sept. 1949. 


In the last twenty months, 10 patients with insidious thrombosis of 
the aorta have been seen. Although reports in the literature of embolic 
obliteration of the bifurcation are numerous, those of thrombosis of the 
terminal aorta are few. Thrombosis of the aorta is easily differentiated 
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from embolism. In the former, the disease is unsuspected because the 
symptoms are mild, while in the latter, the onset is sudden and the pain 
severe. In both conditions, the pulsations of all vessels below the umbili- 
cus are usually absent. Changes resulting from severe circulatory insuf- 
ficiency are noted immediately following an embolus. In thrombosis, these 
changes appear late, often years after the onset of symptoms. 

The predominant symptoms were pain in the hips and legs, easy 
fatigability, intermittent claudication, and loss of sustained erection. The 
average duration of symptoms in the 10 cases was seven years, although 
the progression of symptoms and physical changes was not identical in 
each patient. The 2 patients with the most severe symptoms and pronounced 
trophic changes developed them within the shortest time. The diagnosis 
may be made from the history and physical examination. The most common 
observation was the absence of peripheral pulsations, including the femoral, 
in the lower extremities, and the absence of pulsation in the abdominal 
aorta below the umbilicus. Trophic changes, such as thickening and rough- 
ening of the nails and loss of hair, were noted. Moderate pallor on 
elevation of the lower extremities, and rubor and cyanosis with the extremi- 
ties in a dependent position, were observed in some instances. Gangrene 
and atrophy were seen in only 3 of our patients. In the others, the absence 
of physical changes which might be expected with obliteration of such 
a large and important component of the circulatory bed is singularly 
significant. This is probably accounted for by the insidious nature of 
the disease and the development of abundant collateral vessels. Instru- 
mental observations yield useful information but are not essential for the 
diagnosis. Skin temperatures, oscillometry, and ballistocardiograms were 
recorded in each patient. X-ray examination of the aorta frequently showed 
extensive calcification. In two instances, the aortogram demonstrated the 
exact site of the obliteration. 

Examination of the excised bifurcation in one of the cases reported 
here revealed observations typical of the disease. The specimen consisted 
of a segment of the aorta and common iliac arteries, 5 cm. long, and 
occluded by thrombus. There was calcification in the wall of the aorta 
and in the thrombus. Microscopically, there were intimal proliferation and 
large calcified plaques between the media and intima, with areas of degener- 
ation of the media. 

With any method of treatment, prognosis is grave. The disease may 
result in gangrene and infection of the lower extremities. Death usually 
results from complications of arteriosclerosis, such as coronary oc7lusion, 
uremia, or the effects of hypertension. The ideal treatment would be to 
resect the obliterated portion of the aorta and replace it with a graft. 
This would be particularly difficult, since both iliacs are usually involved, 
together with the aorta. Another method is removal of the thrombosed 
portion of the aorta, thus doing away with the so-called “trigger area” 
which produces vasospasm. This, too, is impossible in many instances on 
account of the friability of the vessel due to extensive calcification. The 
third method which is definitely of value is bilateral lumbar sympathectomy. 
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Of the 10 patients in whom the diagnosis was made, resection of the 
thrombosed segment together with sympathectomy was done in one instance. 
There was marked improvement. Three had bilateral lumbar sym- 
pathectomy with improvement. Each of these had an area of gangrene on the 
foot, which in each instance healed. None had been able to bear weight 
on the extremities, but each was able to return to work afterwards. One 
patient who was subjected to sympathectomy had immediate improvement, 
but could not be followed for late results. Three patients with minimal 
symptoms have not been operated upon but will probably be subjected to 
resection, sympathectomy or both in the near future. One patient with 
hypertension, coronary disease, morphine addiction, and x-ray evidence of 
high extension of the thrombus was not considered a suitable case for 
operation. One patient with minimal symptoms had had previous coro- 
nary thrombosis and for this reason was not considered a suitable case 
for operation. 14 references. 4 figures. 2 tables—Author’s abstract. 


Thoracic Aortography. Diagnosis of Aneurysms (Aortografia toracica. 
Diagnostico de los aneurismas). M. Malenchini, M. Molins and J. Roca, 
Hospital Rawson, Buenos Aires. Dia méd. 21:. 1886-87, Aug. 18, 
1949. 


The authors employ a technic similar to that of Broden, Ansen and 
Karnell, injecting the radiopaque solution directly into the ascending aorta 
through a catheter inserted into the radial artery. This is guided via the 
brachial, axillary and subclavian arteries into the ascending aorta, under 
radioscopic control. Diodrast, 50 cc. of 70°, is injected in about seven 
seconds. A modification is suggested, namely, that the incision be made 
in the upper third of the humeral artery. An ordinary transfusion tube is 
employed. This is made of plastic material and corresponds better to the 
caliber of the artery. The lumen is always much wider than that of the 
largest cardiac catheter, thus considerably shortening the time required for 
injection. The carotids are firmly compressed during the injection, to 
diminish the cerebral blood flow and to avoid the ill effects of high concen- 
trations. Nosylan or pielosil, 50 ec. of 70%, are injected. A roentgeno- 
gram is taken immediately before and after the injection. This method is 
especially suited for demonstration of coarctation of the aorta and of the 
ductus, and aids in the differential diagnosis of tumors and aneurysms. 
According to the purposes of the examination, the tube can be inserted under 
direct radioscopic control through the left or right humeral artery. A total 
image of the ascending arch is obtained, as well as different segments of 
the descending aorta. The bulb of the aorta can be distinguished clearly 
right above the ventricle, with 3 filling defects due to the aortic Valsalva’s 
sinus. To the right and left of the aortic bulb the coronary arteries appear. 
The principle branch of the thoracic aorta is visible in some cases, but not 
in others. When the tube is introduced to the arch or highest point of the 
descending aorta, the opaque column will begin at the site of injection, 
showing no images in the proximal segment. 9 references. 4 figures. 
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A Case of Aneurysm of the Aorta After Resection for Coarctation 
(Cured by Excision). J. R. Blickman, Amsterdam, Holland. Arch. chir. 
Neerlandicum 1: 50-6, Fase. 1, 1949. 


The first resection of a primary aneurysm at the site of the co-arctation 
was published by Schumacher in 1948. The origin of aneurysms seems to 
be the result of changes in the structure of the aortic wall, attributed by 
some to changed hemodynamics (jet lesion), although the presence of a 
primary deficiency of the vascular anlage seems to refute this. 


This patient, age 20, showed a blood pressure of 210 110 in the arms 
and 150/130 in the legs. Symptoms were persistent headache and dizziness. 
On operation, the aorta was found constricted over a distance of 4 to 5 cm., 
and only the area of greatest constriction could be resected. Upon dis- 
charge, the blood pressure was 160/90 in the arms, 185/140 in the legs. 
Symptoms had not improved. Ten months later she was readmitted follow- 
ing severe pulmonary hemorrhage. Blood pressure was 190 95 in the arms, 
180/130 in the legs. Angiographic examination showed that the aneurysm 
had enlarged. Although prognosis was hopeless, operation was attempted 
because of the increasing number of hemorrhages. The aneurysm had 
invaded the upper pulmonary lobe and an open communication existed 
between the aortic lumen and the bronchial tree. Fatal hemorrhage had 
been prevented by the fresh thrombotic masses of the true aneurysm at the 
site of anastomosis. On discharge. the blood pressure was 160/100 in 
the arms and 185/140 in the legs. About a year later, re-examination 
showed the blood pressure to be the same as at the time of discharge, 
the headache and dizziness were no longer present, and the general physical 
condition was good. 9 references. 8 figures. 


42. Veins 


The Basis of Treatment in the Postphlebitic Syndrome. S. Thomas 
Glasser, M.D., New York Medical College, New York City, N. Y. New 
York State J. Med. 49: 1923-28, Aug. 15, 1949. 


Intelligent treatment of the postphlebitic syndrome is impossible unless 
its physiopathologic factors are understood. As elsewhere, prophylaxis 
is the best method *of treatment. An iliofemoral thrombophlebitis is the 
actual precursor of the postphlebitic syndrome. It is here where prophylaxis 
against later developments may be applied, i.e., the prevention of persistent 
edema which in itself initiates a vicious cycle. However, once the syndrome 
has occurred, the sequelae are readily explained under the heading of 
“chronic venous insufficiency.” This includes secondary varicose veins, 
vasospastic phenomena, edema, eczema, recurrent episodes of acute thrombo- 
phlebitis or erysipeloid-like attacks, induration and pigmentation, and ul- 
ceration. The realization that the original deep vein thrombosis practically 
always recanalizes with resultant incompetent veins is important. This 
incompetency and stasis are further associated with a back pressure which 
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readily accounts for the development of superficial varicosities as well as 
the other mentioned sequelae. Superimposed vasospastic phenomena is a 
troublesome complication not infrequently. This in turn becomes an added 
factor in lymphedema formation. 


From the preceding description, it becomes apparent that treatment 
is frequently involved and complicated. Therapeutics must include super- 
ficial vein ligations or stripping of varicosities, deep vein ligation (super- 
ficial femoral), lumbar sympathetic ganglionectomy, excision of scar tissue 
and/or ulcer with skin grafting, and supportive bandaging or casts. In 
advanced cases of the postphlebitic syndrome it is frequently necessary 
to employ all the aforementioned procedures to obtain a satisfactory result. 
29 references.—Author’s abstract. 


Post-thrombotic Varices. Results of Phlebography and Radical Oper- 
ative Treatment. Paul Linde, Surgical Department II.  Sodersjukhuset, 
Stockholm, Sweden. Acta chir. Scandinav. 97: 430-38, Feb. 21, 1949. 


Results obtained with an improved phlebographic technic and sub- 
sequent radical operation in 155 legs with deep venous thrombosis are 
presented. Phlebography was performed by the Lindblom and Lofstedt 
method. The lower leg was bound firmly in order to compress the varicose 
and other superficial veins as much as possible, and an additional con- 
striction by a thin rubber. tube was applied at the level of the malleoli. 
An opaque medium of perabrodil or umbradil solution is used and at least 
40 ml. are injected peripherally, preferably in a vein of the big toe, and 
the patient is examined in the sitting position with the leg vertical. This 
is important because the opaque medium has a higher specific gravity than 
the blood and tends to accumulate in the tracts along the lower side of the 
leg if the limb is kept horizontal. Roentgenograms showed free deep 
venous channels in 73°) of these cases. This is considered a minimum 
figure because, in spite of improved phlebographical technic, failure of 
the opaque medium to fill a vein does not prove it to be obliterated. 

Local varicosities are treated by injection alone but disseminated 
varices have leaky valves in the saphenous vein and require operation. 
Surgery is also used in localized cases if the saphenous vein is incompetent, 
as recurrence is likely in such patients. The operation consists of ligation 
and division of the saphenous vein at the fossa ovalis, followed by removal 
of the upper portion of the vein and injection of etolein in the lower portion. 
The saphenous vein is also divided at the popliteal space if it communicates 
with the deep vessels further down, and the sclerosing solution is injected 
at this point. At least 15 cm., preferably more, of the upper part of the 
saphenous vein should be removed as this materially decreases the develop- 
ment of collateral tracks and recurrence. The single injection of sclerosing 
solution at operation does not necessarily cause all varicose loops to become 
thrombosed but the treatment may be supplemented later in such cases or 
percutaneous injections of etolein may be given. 
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In this series, follow-up of 54 patients who received radical operation 
for their varices showed all but 3 cases to be greatly improved or completely 
cured. Early relapse occurred in the three exceptions because of inadequate 
operations. 26 references. 2 tables. 


A New Method of Venography With Particular Reference to Its Use 
in Varicose Veins. H.D. Moore. British J. Surg. 37: 78-82, July 1949. 


The technical difficulties and troubles in interpretation with previous 
venographic methods are discussed. The author’s method is to cut off the 
blood flow in the limb, partly or wholly, while the injection is made and 
the films taken, using a tourniquet at the ankle to ensure filling of the 
deep veins and of the superficial veins only from the deep veins where the 
valves are incompetent. The injection is made with a small needle, using 
30 to 40 ce. of 357 pyelosil (Diedrast), into any superficial vein on the 
foot. 

To outline the upper femoral and iliac veins and perhaps the inferior 
vena cava, the pressure in the thigh tourniquet is raised to above systolic 
blood pressure, the injection is made, and then the tourniquet is rapidly re- 
leased while the patient breathes out. Films are taken about seven seconds 
after release. For the leg veins, popliteal and lower half of femoral veins, 
the pressure in the thigh tourniquet is raised to about 120 to 140 mm. Hg., 
and films are taken without releasing the pressure. 


A description, with venograms, is given of the observations in normal 
persons; the site and number of the valves, the extent of the muscular veins, 
and the complete separation of superficial and deep venous systems are 
of particular interest. A brief description of some of the observations and 
uses in varicose veins is given (particularly the fact that the deep venous 
system may be as abnormal as the superficial), and of the findings in 
thrombophlebitis. The method is described as easy and safe, but possible 
difficulties and dangers are discussed. 17 references. 8 figures.—Author’s 
abstract. 


43. Orthopedic Surgery 


Single Splint for Upper Extremity (Fine Einheitsschiene fiir die obere 
Extremitat). L. P. Avancini, Vienna. Wien. klin. Wschr. 61: 442, July 
15, 1949. 


The author presents an illustration and description of an abduction 
splint which can be used for either the left or right arm and for upper arm 
or forearm. To insure complete immobilization, the splint is attached to 
the chest by a plaster cast. The splint can be adjusted horizontally and 
vertically by means of movable plates attached to a perpendicular metal 
tube, and it has been found helpful in fractures of the clavicle also. 
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Subacromial Bursitis. A. C. McCurrach, G. I. Norton and J. 
Bouchard, Royal Victoria Hospital, Montreal, Canada. Canad. M. A. J. 
61: 39-44, July 1949. 


A classification of subacromial bursitis which is helpful in selecting 
cases for roentgen therapy is presented, and results obtained with treatment 
in 109 cases are evaluated. This classification is: 1) acute bursitis 
having symptoms of not over one month; 2) subacute bursitis with a history 
of one to three months; 3) chronic bursitis with symptoms over three 
months; 4) chronic bursitis with history of lengthy shoulder discomfort 
and a recent acute exacerbation; 5) periarthritis, having a long history 
of pain and progressive loss of shoulder motion, a fixed shoulder and winged 
scapulae on abduction. The signs and symptoms of bursitis of the shoulder 
are well known but a careful preliminary clinical and radiologic examina- 
tion is necessary for differential diagnosis before cases are selected for 
roentgen therapy. When present, calcification of the soft tissue is usually 
in the tendon alone, not in the bursa, and apparently is related directly 
to the prognosis. Calcium deposits occurred in the soft tissues of the 
shoulder in 59.6‘; of these cases, being located usually near the insertion 


of the supraspinatus tendon into the superior margin of the greater tuberosity. 


A calcium deposit with typical tear-drop outline may be demonstrated 
occasionally in the subacromial bursa. 


Roentgen therapy with medium (135 KVP) and high (200 KVP) 
voltage radiation was used. Immediate results are tabulated. In general, 
both acute and subacute cases responded well but cases with calcification 
responded better than those without. Such patients not showing calcification 
are therefore carefully examined to insure proper diagnosis before being 
given roentgen therapy. About one-half the chronic cases showed a good 
response regardless of the presence or absence of calcification. Chronic 
cases with an acute exacerbation did almost as well as acute cases with 
calcification, Results of treatment of periarthritis were disappointing, only 
one of 8 cases showing moderate improvement. 

Analysis of immediate results showed that both acute and chronic 
cases with acute exacerbation did better with medium voltage radiation 
of 135 KVP. Response of acute and subacute, obese and chronic cases 
was better with 135 KVP technic than with the rapid 200 KVP adminis- 
tration. Improvement after treatment was usually permanent in the acute 
and subacute groups but chronic cases relapsed after an initial improvement. 
Active supervised shoulder exercises should be commenced as soon as relief 
from pain permits, and continued until there is complete range of movement. 
Disappearance or marked decrease in the amount of calcification occurred 
after roentgen therapy in these 12 cases, followed for periods of six months 
to seven years. 7 references. 3 tables. 4 figures. 


(Needling, in the hands of the experienced, frequently will give re- 
lief in one or a few days’ time, while the above roentgen therapy requires 
ten to fourteen days’ time.—R. A.) 
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44. Fractures 


A Simple Method of Treating Pertrochanteric Fractures of the Femur 
(Eine einfache Methode zur operativen Versorgung von pertrochanteren 
Oberschenkelbriichen). Kurt L. Miller. Wien. med. Wschr. 99: 289-91, 
June 25, 1949. 


The mechanical axis of the femoral shaft is maintained not only by 
an externally applied plate; it can also be kept in position by means of a 
Kiintscher medullary peg. The blunt angular connection of this shaft 
axis with the axis of the femoral neck can be obtained by inserting two 
Steinmann pins through oblique perforations in the uppermost 12 cm. of 
the peg. The operation is relatively simple and can be performed under 
local anesthesia. In this manner a trochanteric femoral fracture can be 
reduced. So far, results have been favorable and although more time will 
be needed for an evaluation of late results, the method seems worthy of 
further trial. 3 references. 


45. Dislocations 


Etiology of Congenital Dislocation of the Hip. Carl E. Badgley, 
Ann Arbor, Mich. J. Bone & Joint Surg. 31-A: 341-56, April 1949. 

Review of the literature shows that two principal etiologic theories 
concerning the development of congenital dislocation of the hip have pre- 
dominated for years. One is that the condition is caused by a primary 
germinal fault and the second is that it is the result of a developmental 
defect of environmental origin. Genetic studies have not yet been sufficient 
to permit definite conclusions, present evidence indicating that the condition 
is a developmental fault of the hip system, both congenital dislocation 
and dysplasia being faulty developments caused by secondary adaptive 
changes. It is now believed that, because of a developmental fault, the 
acetabulum failed to deepen, permitting the head and neck of the femur 
to become anteverted. This anteversion occurs below the trochantes, is 
associated with torsion of the femoral shaft and tends to turn the head 
forward so that the glenoid lip and acetabulum cover a subnormal amount 
of the head. Poor adaptation between the head and acetabulum requires 
growth changes which alter the intrinsic mosaic pattern. These changes 
are evidenced in subluxation or acetabular dysplasia by an upward pushing 
of the glenoidal labrum, widening of the socket and enlarged head. A 
true dislocation occurs if the head completely escapes past the edge of 
the glenoidal labrum. The unobstructed labrum returns by its own elas- 
ticity to its proper position between the head and acetabulum. The head 
of the dislocated hip remains small and round because it lacks the stimulus 
for overgrowth seen in the subluxation. It becomes flattened on the side, 
however, if in contact with the ilium. This mechanism agrees with the 
pathologic findings in early postnatal hip dysplasia. 
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It is believed that rotation of the limb buds may be an important 
factor in the abnormal development as an adaptive alteration must occur 
in the change of position from the origin of the hip joint in the first 
weeks of embryonic life to the 90° rotation and hip adduction during the 
second four weeks of life. Mild or severe failure in the intrinsic mosaic 
pattern could follow even short interference with the normal timing of this 
rotation. The changed environment could produce the adaptive features 
seen in all hip joint structures and not a primary acetabular change alone. 

These studies indicate that congenital dislocation and congenital dys- 
plasia of the hip may be the result of faulty development caused by 
environmental factors extrinsic to the hip joint. Heredity may be an 
important factor in producing changes of the growth and time factors but 
the known embryologic development of the hip joint is opposed to the 
theory of a primary inherited developmental failure of part of the acetabu- 
lum. 36 references. 8 figures. 


46. Bones 


Homoplastic Implantation of the Fibula in Post-osteomyelitic Tibia] 
Defect (Homoioplastische Fibula-implantation in post-osteomyelitischen Ti- 
biadefekt). Josef Ensthaler. Wien. med. Wschr. 99: 275-77, June 25, 
1949, 


A case of diaphysial defect of the tibia following osteomyelitis is 
described, in which treatment by implantation from the homolateral fibula 
or by approximation of the homolateral fibula to the tibial metaphysis 
was impossible. 

The patient, a girl 11 years old, had suffered for several years with 
acute osteomyelitis of the left tibia. The acute condition persisted in spite 
of incision, with evacuation of a large amount of pus. Sequestrotomy 
of the tibial diaphysis was done some weeks later at another hospital. 
probably too early and the cause of the later extensive defect. The child 
could walk only with the aid of crutches. The knee joint was slightly 
loose but had full range of mobility. The leg was in varus position of 
30°. Weight-bearing increased this torsion and any real weight-bearing 
was impossible. On the anterior surface of the left leg, a partially flat, 
partially depressed scar extended from the tibial condyle almost to the 
ankle. There was a shortening of 7 cm. The tibial metaphysis showed 
a break in continuity of 11 cm. The distal residual fragment was synos- 
tosed with the fibula. A fibular graft was taken from a leg amputated 
from a woman aged 60 for diabetic gangrene, whose blood group AB was 
the same as that of the patient. The graft was implanted under ether 
anesthesia. A medial fibular osteotomy was done. The two tibial meta- 
physial stumps were exposed following excision of the sear and of an old 
encapsulated granulation focus. Between the two incisions, a_ bridge 
of cicatricial skin was left in situ, and tunneled. A 2 em. groove was 
then chiseled at the proximal end of the tibia and a 3 em. groove at its 
distal end. The fibular graft with periosteum intact was then pointed at 
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one end and introduced from the distal skin incision through the soft 
tissue tunnel and driven 3 cm. into the proximal groove of the tibia. 
After freshening, the distal end of the fibular graft is then adjusted into the 
proximal tibial groove under some tension. Fixation is accomplished by 
circular catgut loops and the wound is closed with catgut. The length of 
the implanted fibula was 17 cm. and the space to be bridged was 11 em. 
The varus position and curvature were corrected, the limb immobilized 
in plaster and 1,000,000 units of penicillin were administered in five days. 
The temperature was subfebrile for two days after operation and then fell 
to normal. Wound revision after three weeks showed primary healing. 
Six weeks after operation, weight was applied to the cast. Roentgenograms 
taken six months after the intervention showed definite signs of resorption, 
suggesting danger of sequestration of the graft. For this reason, the limb 
was kept in a cast for one year, when x-ray showed healing with bone 
apposition and no areas of resorption or osteomyelitis. A shortening of 
5 cm. remained, owing to abnormally rapid growth of the right tibia due 
to osteomyelitic stimulation. This homoplastic graft had healed in spite 
of an actual contact of only 6 cm. in the two tibial metaphyses. 5 refer- 
ences. 3 figures. 

(Again it should be stated that while homogenous bone grafts of this 
type can and do suffice at times, their use should be limited to those 
individuals in whom adequate autogenous bone is not available.—N. R. Mcc.) 


Determination of the Strength of the Cancellous Bone in the Head and 
Neck of the Femur. Mervyn G. Hardinge, Loma Linda, Calif. Surg., 
Gynec. & Obst. 89: 439-41, Oct. 1949. 


The holding force of the cancellous bone throughout the head and 
subeapital area of the neck was determined in 94 femora secured from 
cadavers. Consecutive cross sections of bone, 1/4 in. thick, were prepared 
from the head and proximal portion of the neck. These were crushed in 
specific areas with a flat-nosed punch, 14 in. in diameter, driven by a 
constant speed motor. The force required to crush the bone without pro- 
ducing compression was measured in pounds. The area of greatest holding 
force was found to extend along a tract between the medial end of the 
inferior cortex of the neck and the middle of the superior surface of the 
head. 2 references. 4 figures.—Author’s abstract. 

(This is an interesting observation. The area of greatest holding 
force undoubtedly results from the force exerted along this line in weight 
bearing, and corresponds to the normal lines of stress and strain as seen 
by x-ray.—H. R. McC.) 


47. Joints 


See Contents for Related Articles 


48. Tendons 


See Contents for Related Articles 
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49. Amputations 


See Contents for Related Articles 


50. Traumatic Surgery 
See Contents for Related Articles 


51. Burns 


See Contents for Related Articles 


52. Shock 


Predisposing Action of Anesthetic Agents on the Vascular Responses 
in Hemorrhagic Shock. B. W. Zweifach and S. G. Hershey, New York, 
N. Y. Surg., Gynec. & Obst. 89: 469-77, Oct. 1949, 

Anesthetic agents have been found to predispose toward the deleterious 
vascular derangements which occur with the progression of the shock syn- 
drome. Each anesthetic agent exerts specific pharmacologic effects over 
and above its anesthetic properties. By utilizing three selected agents, 
viz., cyclopropane, pentothal and ether, it was possible to alter the sequence 
of vascular changes in the dog following hemorrhage in a predictable 
manner and thereby accentuate either the compensatory or decompensatory 
phases of the syndrome. Continuous photographic records of the vascular 
changes of the omentum were made and plates are presented indicating 
differences in the response of the peripheral vascular bed to identical bleed- 
ing procedures under the influence of the three anesthetic agents employed. 
With cyclopropane, the compensatory aspects of the syndrome (vasocon- 
striction, vasomotion and heightened responsiveness of the precapillaries 
to epinephrine, and capillary ischemia) are effectively maintained. Circula- 
tory collapse occurs with maximal compensatory changes in the terminal 
vascular bed. With pentothal, the compensatory effects persist for only a 
short period and are followed by the development of decompensatory vas- 
cular phenomena (diminished vasomotion, progressive loss in responsiveness 
to epinephrine and opening up of many capillaries). With ether, the 
decompensatory aspects of the vascular response are emphasized (partial 
vasoconstriction of terminal arterioles, complete absence of vasomotion, 
markedly depressed response to epinephrine, overall flow through capillary 
bed, loss of venular tone). These experiments emphasize the multi-facet 
character of the vascular response to stress under different conditions and 
make the consideration of the anesthetic agent employed especially im- 
portant in surgical procedures where the limits of circulatory adjustments 
are often the decisive factor. 14 references. 3 figures. 3 tables.—Author’s 
abstract. 


53. Transfusions 
See Contents for Related Articles 


54. Wounds 


See Contents for Related Articles 
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55. Military Surgery 


See Contents for Related Articles 


56. Experimental Surgery 


See Contents for Related Articles 


57. Miscellaneous 


On Sacrococcygeal Teratomata. M. Salamaa and E. K. Ahvenainen, 
Children’s Clinic of the University, Helsinki, Finland. Acta chir. Seandi- 
nav. 97: 417-29, Feb. 21, 1949. 


The pathologic factors and treatment of 8 cases of sacrococcygeal 
teratomata in children are described. The tumor was successfully removed 
by operation in 7 patients but the eighth was brought in too late and died 

: of uremia. Review of the literature gives little information on the patho- 
logic changes of these tumors but they were believed to be tridermal, nerve 
tissue having been demonstrated in about 75% of cases. Histologic examin- 
ation of the tumors in the present cases confirmed the tridermal character 
of teratomata, more or less differentiated nervous tissue being found in 
all of them. No indications of malignancy were found in any case. One 
tumor had a tail-like formation with higher histologic development, in- 
dicating transition to a malformation. 


These 8 tumors were found in the course of eighteen months and all 
were located in the sacral region, indicating that area to be the common 
localization point. Sacrocoecygeal teratomata are generally benign, symp- 
toms resulting from pressure upon the pelvic organs or rupture of the tumor 
cysts and infection. Malignancy being comparatively rare, removal of 
the tumor may usually be postponed until the infant's general condition 
permits operation. Rupture of the cysts and infection, however, require 
immediate treatment. The operation is usually technically easy and is 
best done immediately after birth because of the danger of infection through 
the anus later during the first year. 21 references. 


(These tumors usually are considered to be malformations akin to 
parasitic monsters. The possibility of malignant transformation is greater 
than is generally thought. In a group of 14 sacrococcygeal teratomata, 
3 were frankly malignant and caused death from metastases.—M. M. RB.) 


An Experimental Study of the Effect of Heparin on the Local Pathology 
of Burns. Robert S. McCleery, William R. Schaffarzick and Rudolph A. 
Light, Nashville, Tenn. Surgery 26: 548-64, Sept. 1949. 


The vascular changes associated with experimental burns were studied 
in control and heparinized dogs for a period of seventeen days. Heparin 
(1 mg. Kg. of sodium heparin intravenously to obtain immediate effect, 
plus 10 mg. Kg. of heparin in Pitkin’s menstruum subcutaneously) was 
not started in the treated dogs until two hours after burning. Sludging and 
congestion of the subjacent venous channels occurred early in all dogs, 
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disease, 361 
—right thoraco-abdominal approach, 150 
ABDOMINAL WALL 
—costal arch resection, substitute for the 
transthoracic approach to upper abdominal 
pathology, 250 
ABSCESSES 
—direct demonstration of brain abscesses and 
its significance for surgical indications, 


—subphrenic abscess, 249 
ACETABULUM 
—fractures of the acetabulum, nature of the 
traumatic lesions, treatment and two-year 
end-results, 190 
AMPUTATIONS 
—factors favoring successful transmetatarsal 
amputation in diabetes, 198 
—problems of causalgic pain, clinical and 
experimental study, 197 
ANATOMY 
—anatomic approach to segmental resection, 


ANESTHESIA 

—anesthesia for total laryngectomy, 227 

—certain factors influencing the percentage 
of oxygen in mixtures of nitrous oxide 
and oxygen, 115 

—complications following paravertebral lum- 
bar sympathetic block with nupercaine in 
oil, report of a case, 225 

—effect of dihydroergotamin (DHE 45) on 
by-effects of local anesthetics with adren- 
alin, 324 

—flaxedil as a curarizing agent in anesthesia, 
321 

—importance of anesthesia in results of ab- 
dominal operations, 319 

—pentothal sodium with procaine for thoracic 
surgery, 320 

—premedication in anesthesia, 
perience with concurrent administration 
of barbiturate and pantopon, 208 

—studies on circulation (ECG, oxygen satura- 
tion) during anesthesia and operations 
for angina pectoris and hypertension, 320 

spinal: 

—is spinal anesthesia always a reliable method 
of inducing vaso-dilatation in the toes, 


unusual ex- 


225 
—polyethylene tubing for continuous spinal 
anesthesia, 208 


—spinal anesthetic effects of ephedrine and 
four other vasopressor drugs, 207 
—spinal anesthesia with pontocaine based on 

18,500 anesthesias over a period of seven- 
teen years, 1932-1948, 323 
ANEURYSM 
—aneurysm of the renal 


artery, report of 


five cases, one treated by resection of 
aneurysmal sac without sacrificing the 
kidney, 178 

—problem of maintaining the continuity of 
the artery in the surgery of aneurysms 
and arteriovenous fistulae, 91 

AORTA 

—case of aneurysm of the aorta after resection 
for coarctation (cured by excision), 396 

—coarctation of the aorta, 244 


—thoracic aortography, diagnosis of aneu- 
rysms, 395 
AORTIC VALVE 
—aortic valvulotomy, experimental methods 
and early results, 46 
ARTERIES 


—aneurysm of the renal artery, report of five 
cases, one treated by resection of aneu- 
rysmal sac without sacrificing the kidney, 

78 


—collateral circulation, 296 
—nail changes in functional and organic 
arterial disease, 92 
—pulmonary valvulotomy for the relief of con- 
genital pulmonary stenosis, report of three 
cases, 44 
ANKYLOSIS 
—contribution to the study of congenital tem- 
poromandibular ankylosis, 230 
ANUS 
—pruritus ani et vulvae, report of 520 con- 
secutive patients with eczema of the anal 
and vulval regions, 277 
—preservation of the internal as well as the 
external anal sphincter following resec- 
tion of the rectum for carcinoma, case 
report, 273 
APPENDIX 
—torsion of the appendices epiploicae, 381 
ARTERIOSCLEROSIS 


—necrotic lesions of the leg in arteriosclerosis, 
296 


AUREOMYCIN 
—aureomycin in treatment of experimental 
and human tularemia, 295 
BACILLI 
—studies in virulence of clostridium welchi, 
216 
BILE DUCT 
—injuries to the bile ducts, their prevention 
and _ repair, 
BILIARY TRACT 
—strictures of the common duct, 168 
syndrome of the hepatic duct (the hepatic 
syndrome), 78 
BLADDER 
—management of the paralyzed bladder, 16 
—transplantation of the ureters into the recto- 
sigmoid and cystectomy, 177 
—transurethral resection for neurological blad- 
der, 222 
BLOOD 
—syndrome of thrombotic obliteration of the 
aortic bifurcation, 90 
BLOOD PRESSURE, HIGH 


—aseptic necrosis of pancreas due to arterial 
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thrombosis in malignant hypertension, 80 
evaluation of the surgical treatment of 
hypertension, 344 
—extreme hypertension in a child cured by 
nephrectomy, report of a case and review 
of the literature, 289 
—surgical treatment of essential hypertension, 


—treatment of hypertension in children by 
sympathectomies, 
BLOOD TRANSFUSION 


simple observations on transfusion reactions, 


BLOOD VESSELS 
pattern of vasospasm following acute arterial 
and venous occlusions, micrometric study, 
184 
BOECK’S SARCOIDOSIS 
—pneumonectomy in a case of Besnier Boeck’s 
sarcoidosis, 348 
BONES 
bone bank, 188 
—bone lengthening, 194 
bone lesions in eosinophilic granuloma, 
Hand-Schuller-Christian disease, and Let- 
terer-Siwe disease, 195 
—chondromalacia patellae, 303 
—determination of the strength of the can- 
cellous bone in the head and neck of the 
femur, 402 
developmental coxa vara, 300 
homoplastic implantation of the fibula in 
post-osteomyelitic tibial defect, 401 
treatment of chronic osteomyelitis with split- 
thickness skin grafts, 300 
BOOK REVIEWS 
British surgical practice, volume III, 201 
British surgical practice, volume IV, 201 
British surgical practice, volume V, 310 
Campbell’s operative orthopedics, 315 
cancer of the esophagus and gastric cardia, 
202 
care of the surgical patient, 317 
collateral circulation (anatomical aspects), 
205 
diagnostic synopsis of the acute surgical 
abdomen, 317 
“elective alimentary vest” and the elimina- 
tion of so-called “paralytic ileus” after 
abdominal operation, 203 
experimental surgery, laboratory guide for 
undergraduate students, 204 
manual for laboratory work in mammalian 
physiology, 204 
mechanism of abdominal pain, 203 
neurosurgical pathology, 110 
nursing care of neurosurgical patients, 318 
operative gynecology, 112 
pathology and surgery of thyroid disease, 
317 
preoperative and postoperative care of sur- 


gical patients, 204 
presion intra-abdominal en el hombre, en 


condiciones normales y paiologicas (intra- 
abdominal pressure in man, in normal 
and pathologic states), 205 

principles and practice of rectal surgery, 
314 

principles governing eye operating room pro- 


cedures, 111 
—recent advances in surgery, 112 
—scientific paper, how to prepare it, how 

to write it, 202 
—surgery of the hand, 316 
—Thomas, Jones, Ridlon, 405 
—training for a surgical career, 310 
—tumors of bone, 316 
—chronic subdural hematoma, expansion of 
compressed cerebral hemisphere and _ re- 
lief of hypotension by spinal injection of 
physiologic saline solution, 123 
-direct demonstration of brain abscesses and 
its significance for surgical indications, 
337 
—experiences in the after-treatment of infected 
brain wounds with special reference to 
Peiper’s sponge tamponade, 338 
—intracranial hydatid diseases, report of a 
ease, 15 
—reaction of cerebral tissue to silver, tanta- 
lum, and zirconium, discussion of the 
use of these metals for hemostatic brain 
clips, 122 
—tantalum cranioplasty, review of 100 cases 
in civilian practice, 218 
BREAST 
apocrine tissue, chronic cystic mastitis and 
sweat gland carcinoma of the breast, 244 
—postoperative mastectomy dressing, 147 
cancer: 
—carcinoma of the breast and its treatment, 
148 
—carcinoma of the breast 
wife, 57 
—considerations of diagnosis, surgical treat- 
ment and after-care of breast cancer, 148 
—inflammatory carcinoma of the breast, 146 
—surgical treatment of recurrent carcinoma 
of the breast and chest wall, 56 

BRONCHI 
—bronchial adenoma, 137 
—disposal of the bronchial stump in lobec- 

tomy and pneumonectomy for bronchiec- 

tases, 351 
—endobronchial 

resection, 

BURNS 
—experimental study of the effect of heparin 

on the local pathology of burns, 404 
—preparation of granulating wounds for graft- 
ing (a method), 108 

BURSITIS 
—subacromial bursitis, 398 

CALCANEUM 
—mechanism and treatment of fractures of 

the calcaneus, open reduction with the 
use of cancellous grafts, 97 
CANCER 


—carcinoma developing in 


in husband and 


occlusion during pulmonary 
preliminary report, 242 


sebaceous cysts, 
chemosurgical treatment of cancer of the 
extremities and trunk, a microscopically 
controlled method of excision, 218 
—desirable management of fundal carcinoma, 
294 
—distinctions between gastric sarcoma and 
carcinoma, with special reference to the 
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infiltrating types of sarcoma, 162 

—endogenous gas gangrene complicating car- 
cinoma of colon, report of a case, 216 

—extension of carcinoma of the stomach into 
the duodenum and esophagus, 370 

—influence of pregnancy on cancer of the 
breast, 249 

—role of the peritoneal reflection in :he prog- 
nosis of carcinoma of the rectum and 
sigmoid colon, 381 

—sears as a source of cancer, Marjolin’s 
ulcer, 199 

—studies of microscopic metastases in the 
supraclavicular lymph glands in cancer 
of the breast, 246 

rectal: 

—cancer of the rectum and colon, 273 

—importance of the level of the lesion in the 
prognosis and treatment of carcinoma of 
the rectum and low sigmoid colon, 268 

—role of the peritoneal reflection in the prog- 
nosis of carcinoma of the rectum and 
sigmoid colon, 273 

renal: 

—early renal carcinoma in situ, detected by 
means of smears of fixed urinary sedi- 
ment, 286 

squamous-cell: 

—squamous-celled carcinoma of the nail bed, 
218 


squamous cell carcinoma development on 
donor area following removal of a split 
thickness skin graft, 231 

surgery: 

—anatomy of the lymphatic drainage of the 
vulva and its influence on the radical 
operation for carcinoma, 180 

carcinoma of the lung with intracranial 
metastasis, successful removal of metas- 
tatic and primary lesions, 242 
definition of inoperability of cancer, 12 
CAROTID BODY 
—carotid body tumors, 23 
—tumors of the carotid body, 24 
CECUM 
—volvulus of the cecum, 274 
volvulus of the cecum, appeal for primary 
resection, with report of six cases, 274 
CELLS 

—carcinoma cells in sputum and_ bronchial 
secretions, a study of 150 consecutive 
cases in which results were positive, 240 

CERVIX 

—functional conditions of the urinary tract 
following radical operation for carcinoma 
of the cervix, 390 

CHEST 
notes on the anatomy and physiology of the 
thoracic duct and on the treatment of 
injuries to it, 238 
CHOLESTEROSIS 

—pseudomyxoma peritonei associated with 

cholesterosis, 368 
CHYLOTHORAX 

—surgical management of thoracic duct in- 
juries, experimental study with clinical 
application, 132 

CIRCULATION 
—injuries of peripheral vessels, 393 


—study of peripheral vascular disease with 

radioactive isotopes, 392 
COLITIS 

—chronic ulcerative colitis and carcinoma, 
379 

ulcerative: 

—chronic ulcerative colitis and associated car- 
cinoma, 266 

—observations on the clinical course of non- 
specific ulcerative colitis, 

—subtotal colectomy and colectomy in ulcera- 
tive colitis, 71 

—surgical management of ulcerative colitis, 
265 

COLON 

—anal ileostomy with sphincter preservation 
in patients requiring total colectomy for 
benign conditions, 164 

—current trends in surgery of the distal 
colon and rectum for cancer, 72 

—fictitious polyps as seen in double-contrast 
studies of the colon, 380 

—four cases of volvulus in mega-dolichosig- 
moid, 276 

—one stage end-to-end anastomosis of the 
colon, analysis of the complications in 
79 cases with a comparison of open and 
aseptic types of anastomoses, 267 

—reduction of intussusception by barium 
enema, critical and experimental study, 
264 


—surgical treatment of cancer of the colon, 


CORONARY VESSELS 
—vascularization of the myocardial capillary 
bed by arterialization of the cardiac veins, 
experimental study, 140 
CRYPTORCHISM 
—cryptorchism, 288 
CYSTS 
calcified cyst of spleen, 282 
DEHYDRATION 
significance of urine chloride determination 
in the detection and treatment of dehy- 
dration with salt depletion, 117 
DERMATOLOGY 
comparison of tissue reaction to tale and 
modified starch glove powder, 211 
further experiments with nonirritating glove 
powder, 212 
DIABETES MELLITUS 
factors favoring successful transmetatarsal 
amputation in diabetes, 198 
DIAPHRAGM 
movement of the diaphragm after operation, 


DIATHERMY 
—vascular tumors of the brain and_ spinal 
cord and their treatment, 13 
DISLOCATIONS 
—etiology of congenital dislocation of the 
hip, 400 
DIVERTICULUM 
—diverticula of the stomach, report of thirty 
cases and a review of the literature, 260 
DRESSINGS 
postoperative mastectomy dressing, 147 
“DUMPING SYNDROME” 
—post-gastrectomy “dumping syndrome” treat- 
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ed by section of the vagus nerve, 374 
DYSTROPHY 
—reflex sympathetic dystrophy, 225 
EAR 
—reconstruction of the auricle with diced 
cartilage grafts in a vitallium ear mold, 
231 
—surgical repair of lacerations and fistulas 
of the parotid duct, 227 
EMBOLISM 
—pulmonary embolism arising from the great 
saphenous vein, 324 
EMPYEMA 
—drawbacks encountered in local treatment 
of pleural empyema with chemothera- 


peutic and antibiotic agents, 41 
ENDOMETRIOSIS 
—endometriosis, 181 
ESOPHAGUS 


—benign stricture of the esophagus, with 
special reference to esophagitis, hiatus 
hernia, esophageal ulcer, and duodenal 
ulcer, 239 

—diverticula of the thoracic esophagus, 142 

—foreign body in thyroid following perfora- 
tion of esophagus, 310 

—obstruction of the gastro-oesophageal junc- 
tion, 360 

—treatment of congenital atresia of the esoph- 
agus from a technical point of view, 141 

—treatment of mediastinitis from perforation 
of the esophagus, 242 

abnormalities: 

—congenital esophageal atresia and _ tracheo- 
esophageal fistula, 50 

—displacement of the esophagus into a new 
diaphragmatic orifice in the repair of 
paraesophageal and esophageal hiatus her- 
nia, 

—esophageal hiatal hernias of the short esoph- 
agus type, etiologic and therapeutic con- 
siderations, 48 

cancer: 

—surgical management of carcinoma of the 
lower two-thirds of the esophagus and 
cardiac end of the stomach, 52 

surgical treatment for caircinoma of the 
esophagus, 49 

surgical treatment of carcinoma of the 
thoracic esophagus, technic of transthor- 
acic thoracolaparotomy with esophageal 
resection and high esophagogastrostomy, 
142 

—treatment of carcinoma of the esophagus 
and cardiac end of the stomach by sur- 
gical extirpation, two hundred three cases 
of resection, 159 

surgery: 

—combined abdominothoraciec incision partic- 
ularly adapted for use in total gastrectomy 
and esophagogastrectomy, 162 

—gastric resection for esophagitis and_ stric- 
ture of acid-peptic origin, 359 

surgical management of instrumental per- 
foration of the esophagus, 357 

surgical treatment of carcinomata of the 
distal three quarters of the thoracic esoph- 
egus and the eardia, 357 


EXOPHTHALMOS 


—exophthalmos, principles of surgical man- 
agement from the neurosurgical aspect, 
37 
EXTREMITIES 
—effect of sympathectomy on blood flow in 
the human limb, 20 
FEMUR 
—coxa plana, 101 
—final results of osteosynthesis of fractures 
of the femoral neck ad modum Sven 
Johansson, study of a ten-year material, 


FIBROCARTILAGE 
—congenital discoid meniscus, 304 
FINGERS AND TOES 
—reconstruction of the thumb, trans- 
position of an adjacent digit, 189 
FISTULA 
—congenital esophageal atresia and tracheo- 
esophageal fistula, 50 
—effect of exclusive parenteral feeding on 
the closure of a pancreatic fistula, study 
made after duodenopancreatic resection 
for carcinoma of the ampulla of Vater, 
281 
—effect of intravenously administered amino 
acids on the stomach of a woman with a 
gastric fistula, 261 
—fistula between the rectum and_ urinary 
tract, 272 
—gastro-bronchial fistula, report on a case, 


—ischiorectal urinary fistula, report of a 
case, 77 
—physiologic studies on the stomach of a 
woman with a gastric fistula, 261 
—problem of maintaining the continuity of 
the artery in the surgery of aneursyms 
and arteriovenous fistulae, 91 
—radical extirpation and primary closure of 
deep thoracic fistulas, 42 
—vesicovaginal fistula and its management 
with a description of an intravesical opera- 
tion for certain difficult cases, 291 
FOREIGN BODIES 
—surgical problems of retained intrathoracic 
foreign bodies, 237 
FRACTURES 
—final results of osteosynthesis of fractures 
of the femoral neck ad modum Sven 
Johansson, study of a ten-year material, 


fractures of the acetabulum, nature of the 
traumatic lesions, treatment and two-year 
end-results, 190 
—fracture-dislocation of the hip joint, nature 
of the traumatic lesion, treatment, late 
complications, and end results, 192 
—intramedullary nailing of fractures, practice 
at Kiel, 191 
marrow-nailing of recent fractures, pseudo- 
arthrosis and bone plastic, experiences in 
100 cases, 190 
simple method of treating pertrochanteric 
fractures of the femur, 400 
GALLBLADDER 


acute cholecystitis, correlation of bacteri- 
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ology and mortality. 
—congenital absence of alibledder, 382 
GANGRENE 
—modern tendencies in the treatment of gas 
gangrene, 
GASTRECTOMY 
—technic of abdominothoracic total gastrec- 
tomy using the Graham method of esopha- 
gojejunal anastomosis, 371 
GASTRIC RESECTION 
—postoperative emptying difficulties following 
gastric resections, 373 
—syndrome of stasis of afferent loop following 
gastric resection, 376 
GASTROINTESTINAL TRACT 
—argentaffinoma of the gastro-intestinal tract, 
249 
—efficiency of the gastrointestinal tract after 
resection of the head of pancreas, 171 
GENETICS 
—investigative approaches to the physiology 
of reproduction, 289 
GERIATRICS 
—anesthesia and surgery in patients of ad- 
vanced age, 322 
-biliary tract emergencies in the aged, 277 
GLANDS 
—surgery of the salivary glands, 228 
GOITER 
—association of carcinoma of the thyroid 
gland and exophthalmic goiter, 36 
—lingual goiter, report of three cases, 39 
—lymphadenoid guvitre, 232 
—use of propylthiouracil in the treatment of 
toxic goiter, 236 
GRAFTS 
—hblood loss from donor sites in skin grafting 
procedures, 230 
—blood supply of cross leg pedicle flaps, 231 
GRANULOMA, eosinophilic-See Bones, tumors 
GYNECOLOGY 
—endometriosis, its surgical significance, 
critical analysis of 179 cases, 290 
HAND 
—infections of the fingers and hand, report 
from the Hand Clinic of University Col- 


lege Hospital, 8 
infections of the hand, 189 
HE AD 
accidents in suboccipital puncture, 332 
ART 
aortic valvulotomy, experimental methods 


and early results, 46 
cardiac resuscitation, 1 
—cardiocirculatory disturbances during intra- 
thoracic surgery, 208 
Fallot’s tetralogy or disease 
operation, subclavian 
mosis in 33 cases, 
-~-new ideas in the medical and_ surgical 
treatment of angina pectoris, novocaine 
infiltrations and resection of the pre-aortic 
nerve plexus, 356 
persistence of the ductus arteriosus, recent 
advances in diagnosis and prognosis, 54 
cases without operation, 355 
pulmonary valvuotomy for the relief of con- 
genital pulmonary stenosis, report of 


. Taussig-Blalock 
pulmonary anasto- 
354 


three cases, 44 

—surgical treatment of mitral stenosis, I. 
valvuloplasty, 243 

—value of preoperative heart examination, 

study based on material at the Surgical 


Clinic of the Karolinska Sjukhuset, 
Stockholm, 1940-1944, 4 
HEMATEMESIS 


—massive hematemesis, analysis of 300 con- 
secutive cases, 259 
HEMORRHAGE 
—massive hemorrhage from peptic ulcer, 375 
HEMOSTASIS 
—reaction of cerebral tissue to silver, tanta- 


lum, and zirconium, discussion of the 
use of these metals for hemostatic brain 
clips, 122 

HERNIA 


—further experience with the use of tantalum 
mesh in the repair of large ventral her- 
nias, 

—operations for hernia, technique of nylon 
darn, 61 

—preliminary report on the use of tantalum 
mesh in the repair of ventral hernias, 60 

—recurrence following inguinal and femoral 
hernia operations, three to seven and one- 
half years follow-up, 363 

—repair of hiatus hernia of the diaphragm 
by the supradiaphragmatic approach, 

—series of cases of indirect inguinal hernia 
treated by the method of inversion of the 
sac, 367 

—simple experimental method of evaluation 
for the Bassini and allied types of herni- 
orrhaphy, 366 

—strangulated diaphragmatic hernia, 57 

—surgical treatment of large hernias and 
eventrations with preliminary pneumoper- 
itoneum, 364 

—tantalum gauze in the repair of large post- 
operative ventral hernias, 252 

—whole skin grafts for repair of abdominal 
hernia and eventrations, 367 

HIP 


—follow-up study of the early treatment 
of congenital dislocation of the hip, 100 

—fracture-dislocation of the hip joint, nature 
of the traumatic lesion, treatment, late 
complications, and end results, 192 

—radical operative treatment of the tuber- 
culous hip, report of 113 cases, 105 

—traumatic dislocation of the hip joint, re- 
view of 101 dislocations, 193 

INFANTS 

—acute intussusception in childhood, 74 

—congenital esophageal atresia and tracheo- 
esophageal fistula, 50 

INFECTIONS 

—air infection with dust liberated from cloth- 
ing, 213 

—excision-suture technique in infections of 
the hand, 328 

—gas gangrene, review of the subject and a 
report of two cases successfully treated 
by extensive debridement, 327 
infected hands treated with systemic peni- 
cillin, 215 
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—infection through soaked dressings, 129 
—plaster of paris as a source of infection in 
tetanus and gas-gangrene, 212 
INJECTIONS 
—total intravenous alimentation, its effect on 
mineral and bacterial content of feces, 4 
INJURIES 
traction injuries of the brachial plexus in 
adults, 222 
INTESTINES 
—case of typhoid perforation treated with a 
free omental graft, 377 
involvement of the ileum in chronic ulcera- 
tive colitis, 262 
—should gangrene of the intestine be resected, 
remarks on the unsolved problem of treat- 
ment of intestinal gangrene, 378 
obstruction: 

—effect of vomiting due to intestinal obstruc- 
tion on the serum potassium, 277 
—large-intestine colic due to sympathetic de- 

privation, new clinical syndrome, 166 
management of intestinal obstruction, 379 
surgical management of chronic recurrent 

intestinal obstruction due to adhesions, 

273 

INTUSSUSCEPTION 
intussusception in childhood, 

from 610 cases, 167 
acute intussusception in childhood, 74 

JAWS 
~-ankylosis of the temporo-mandibular joint, 
26 
JOINTS 
—arthroplasty of the knee, follow-up study, 
302 
three cases of synovioma, 104 
KIDNEYS 
aneurysm of the renal artery, report of five 
cases, one treated by resection of aneu- 
rysmal sac without sacrificing the kidney, 

178 
course of healing of subcutaneous renal 

rupture and so-called traumatic nephritis, 

385 
dark-cell adenocarcinomas of the kidney, 


experiences 


‘ 
hydatid cyst of the right kidney, 84 
instrumental visualization of the renal pelvis 
and its communications, proposal of a 
new method, preliminary report, 287 
lymphosarcoma of the kidney, 289 
response to parenteral glucose of normal 
kidneys and of kidneys of postoperative 
patients, 209 
significance of urine chloride determination 
in the detection and treatment of dehydra- 
tion with salt depletion, 117 
transthoracic nephrectomy, 289 
LARYNX 
cancer of the larynx, five year end results 
in a series of patients treated between 
1930 and 1942, 225 
LEGS 
—etiology of leg ulcers and their treatment 
by resection of the popliteal vein, 187 
LEUCOTOMY 
experience with leucotomy at the Provincial 


Mental Hospital, 221 
—transorbital leucotomy, 335 
LIPS 
—carcinoma of the lip, review of 563 case 
records of carcinoma of the lip at the 
Pondville Hospital, 25 
LIVER 
—chemical studies on experimental hepatic 
congestion in the dog, 281 
clinical study of the diuretic and chole etic 
effect of a new synthetic sulfur derivative, 
383 
—symptoms of cholecystitis, 382 
thoracoabdominal approach for portacaval 
anastomosis, with a case report of porta- 
caval shunt employing this method, 183 
—treatment of ruptured liver with absorbable 
hemostatics, report of three cases, 249 
two operatively treated cases of hemangioma 
of the liver, 79 
LOBOTOMY 
prefrontal: 
surgical technic of prefrontal lobotomy, 334 
unilateral prefrontal lobotomy for the relief 
of intractable pain and termination of 
narcotic addiction, 332 
—unilateral prefrontal lobotomy painful 
anesthesia and in atypical facial algias, 


LUNGS 
bronchial tree, classification and nomen- 
clature, 350 
case of echinococcic cyst of the lung diag- 
nosed and cured bronchoscopically, 349 
pneumectomy for pulmonary metastases 
from cancer of the uterus ten years after 
hysterectomy, 43 
pulmonary cryptococcosis, report of a case 
with surgical cure, 348 
pulmonary resection for chronic lung ab- 
scesses, 134 
solitary pulmonary abscess treated by pri- 
mary pulmonary resection, 135 
LUNGS 
technique for pulmonary segmental delinea- 
tion, 241 
cancer: 
bronchial carcinoma, 136 
bronchiogenic carcinoma, 349 
cerebral metastases of bronchial carcinoma, 


347 
LYMPH NODES 
radical excision of the inguinal and _ iliac 
lymph glands, study based on 450 anatom- 
ical dissections and upon supportive clin- 
ical observations, 121 
technique of inguinal node dissection, 122 
MASTECTOMY 
—radical mastectomy, the technique and the 
complications, 247 
MASTITIS 
apocrine tissue, chronic cystic mastitis, and 
sweat gland carcinoma of the breast, 244 
-plasma-cell mastitis, report of a case with 
bilateral involvement, 249 
two common non-malignant conditions of 
the breast, the clinical features of cystic 
disease and the pain syndrome, 249 
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MEDIASTINUM 
—cervicomediastinal and mediastinal cystic hy- 
gromas, 138 
MENIERES SYNDROME 


—NMeniere’s syndrome, successful treatment 
by surgery on the sympathetic, 127 
METABOLISM 


—metabolism of calcium in patients with 
spinal cord injuries, 221 
—potassivm metabolism in connection with 
operations, 210 
MYASTHENIA GRAVIS 
—results of thymectomy in myasthenia gravis, 
352 
NAILS 
—nail changes in functional and organic arter- 
ial disease, 92 
NERVES 
—effect of vagotomy and of drugs on gastric 
motility, 63 
—nervous and humoral 
secretion, 261 
painful sequelae of injuries to peripheral 
nerves, 224 
—peripheral nerve surgery, repair of nerve 
defects, 18 
selective abdominal vagotomy, 64 
—tendon. transfers and arthrodeses in com- 
bined median and ulnar nerve paralysis, 
341 
NEURALGIA 
—causalgia, diagnosis and treatment, 127 
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Better start 


oa doing this to part of 


your money 


You KNow how money is! 


Today it’s in your hand, and the 
next day it isn’t! 

A lot of people, however, have 
found an excellent way to make cer- 
tain they will have money when they 
need it most. 


They salt away part of their pay each 
week in U.S. Savings Bonds through 
the Payroll Savings Plan where they 
work. 


They know that saving this way 
assures them of the money fora down 
payment on a new home...a new 
car...or retirement when the time 
comes. 


Furthermore, in ten years they get 
back $4 for every $3 invested in 
U.S. Savings Bonds. 

Why don't YOU start saving money 
regularly and automatically where 
you work, or at your bank through 
the Bond-A-Month Plan? 


Automatic saving is 
Sure saving — 


U.S. Savings Bonds 
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A large percentage of patients enter surgery 
at a low plasma protein level, and the 
operative procedure makes further inroads 
on the already depleted protein reserves.!.2 
A lowered protein level is unfavorable 

to recovery. It predisposes the patient to 
pulmonary edema and infection, retarded 
wound and fracture healing and impaired 
liver function.’.4 A high protein level 

is conducive to rapid healing.5 

Since diets immediately following surgery 
are usually inadequate, protein digests 
given intravenously result in improved 
strength, appetite, and wound healing. 
Consequently, they greatly accelerate 
recovery.®.7 

2000 ec. of TRAVAMIN 5% a day will satisfy 
the protein requirements of a high 
percentage of surgical patients. 2000 to 
4000 cc. a day are given according to 
requirements.8 TRAVAMIN is made 

from bovine plasma. 


TRAVAMIN 5% IN WATER 
TRAVAMIN 5%, DEXTROSE 5% IN WATER 


* formerly PROTEIN HYDROLYSATE, BAXTER 


Product of 
BAXTER LABORATORIES, INC. 
Morton Grove, illinois 


Distributed and available only in the 37 states east of the Rockies (except in the city of El Paso, Texas) through 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES + EVANSTON, ILLINOIS 
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